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For smooth gentle control of constipation 
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The anti-bacterial power of a combination of sulphonamides compared 
with that of any one of its components may be summarized thus: 
Sometimes more effective, usually no better, 
frequently less effective. 


To complicate matters still further, “the pattern of response 
obtained not only varies from organism to organism, but even 
between strains of the same organism.” 

Ret: Schweinburg and Rucenburg, Proc. Soc. Exper. Biol. & Med.. 1952, Page 482 
There would seem to be very little scientific “method” in 
the “madness” of predicting the action of sulphonamide 
combinations. For routine therapy, therefore, a single sul- 
phonamide, “Sulphamezathine” +s the obvious choice. Ten 
years of widespread use have proved it to be both effective 
and dependable. 
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The main object of this paper is to describe an additional 
case of kwashiorkor in a breast-fed infant. I previously 
reported two others *»*—one in 1946 and another in 
1951. These admittedly are exceptions, but they make 
one reflect whether the theory that kwashiorkor is 
caused by a protein lack is indeed the correct one. The 
mother of this child insisted that her milk was adequate 
until after the infant had become ill with vomiting and 
diarrhoea a month before admission. The child then 
went off the breast and her milk became greatly reduced. 
When she was seen in the wards milk could still be 
expressed; on some days its flow was brisk, while on 
others it was obviously much reduced. In such a case 
it must be admitted that the exact amount of milk taken 
by the infant was not definitely known although the 
mother maintained that the flow was normal until the 
child had become ill. A sample was tested and found to 
have a normal protein content, but I was unable to 
determine the quantity of vitamins. 


CasE REPORT 


Bongo, admitted to the Salisbury Native Hospital on 25 
March 1953, was a Native male infant aged about 15 
months, the only surviving child in his family, his bro- 
ther having died in 1952 and his sister 3 years before. He 
was cared for by his mother, who lived in Salisbury and 
looked well although rather thin. She stated that the child 
had been perfectly fit and fed on the breast until a month 
previously, when he started to vomit and develop diarr- 
hoea. In addition to the breast his diet consisted of ‘ma- 
zena’ porridge, sadza, meat and vegetables. When he 
became ill he refused the breast and she then attempted 
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to give him some mealie-meal porridge with occasionally 
a little meat, fish and beans. The milk after this began to 
lessen and on admission the quantity was reduced on 
certain days, whereas on others one could express a 
good brisk flow from either breast. The mother insisted 
that the child took sufficient milk before the onset of the 
diarrhoea and vomiting. 

On examination the child looked ill and showed the 
typical advanced picture of kwashiorkor. He was 
miserable and disliked being touched, and feeding was 
difficult. The hair was fine, soft, greyish and sparse. 
There was slight oedema of the legs and ankles. The rash 
was of the blackish exfoliative type over the buttocks, 
thighs, elbows and face, with pale areas of underlying 
skin due to shedding of desquamated skin. The skin 
elsewhere on the body was depigmented and of a light 
chestnut colour. 

The mother’s Wassermann reaction of blood was 
negative. X-rays of the child’s lungs were clear, as were 
those of the long bones. The haemoglobin of the blood 
was 96% and the leucocyte count 21,000, the differential 
count being neutrophiles 38°,, lymphocytes 48°, 
monocytes 10°, and eosinophils 4°. A stool sample was 
analysed and its total fat-content was 57° with normal 
splitting. No malarial parasites were found in the blood 
smear. The child had a fever of 99-100°F. for about 
5 days and on the sixth day he died. 

At autopsy the liver was bright yellow and fatty, 
typical of kwashiorkor. Nothing else of note was found. 

On 28 March 1953 a small sample of milk was taken 
from the mother’s breast and Mr. W. R. Carr, Food 
Technologist, kindly analysed it, reporting as follows: 
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Sample Mean Normal 

Figures 

Volume of milk 35 ml. — 
Fat 4.85% 3.33g/100 ml. 
Protein 1.04%, 1.32g/100 ml. 
Lactose 7.46% 7.23g/100 ml. 
Ash 0.15% 0.20g/100 ml. 
Total Solids 13.50% 12.08g/100 ml. 
Non-protein Nitrogen 18.3% up to 25% 


Conclusion. The figures are normal with the exception of the 
percentage of fat, but as the fat content may vary with the time of 
the day and method of sampling to an extent which may be 
physiologically significant, it would be unwise to regard the sample 
as grossly abnormal. 


DISCUSSION 


Kwashiorkor until fairly recently was regarded as a 
vitamin-deficiency disorder, Trowell® himself having 
suggested the term ‘Infantile Pellagra’. Following the 
introduction of experimental work on animals, by which 
they were exposed to a poor protein diet, the conception 
of this disease has been almost completely changed to 
one of protein lack. This present belief is well reflected 
in an editorial! of the British Medical Journal which 
states: ‘There is general agreement on two points: 
first, that there is always insufficiency of protein in the 
diet and secondly, that the remedy lies in increasing the 
protein in the body by the parenteral administration of 
plasma or, where possible, by feedirg milk.” 

Similar views are expressed by Dean*: ‘The belief 
that kwashiorkor, as it occurs among children in the 
region of Kampala, is largely a protein-deficiency disease, 
rests on evidence of several kinds.’ His 3 main reasons 
are as follows: (1) The diet in weaning and post-weaning 
periods is deficient in protein. (2) A low plasma-protein 
level in the blood is constantly present. (3) The greatly 
lowered activity of duodenal enzymes. 

Trowell *+* states that in a breast-fed child, as an 
African babe usually is for the first few months, ‘the 
milk satisfies its need, once off the breast the diet is poor 
in protein.” 

It is my belief, however, that the exact cause of 
kwashiorkor has not been satisfactorily established. All 
are agreed that it is a disorder of nutrition. Although 
most authorities accept a protein lack as its cause there 
are in my opinion at least two other factors which still 
deserve consideration, viz a deficiency in the vitamins 
of the B group or interference with their absorption and 
utilization by the toxins of maize and other cereal 
consumed by the African. Although admittedly there 
are differences between adult pellagra and kwashiorkor, 
in my opinion these do not warrant a reversal of the 
vitamin theory of the cause of kwashiorkor for there 
are many resemblances between the two forms of disease. 

Hughes,° writing on the disease as seen in West Africa 


ABSTRACTS 


C. Chester Stock et al. (1954): Azaserine, a new Antibiotic. Nature, 
137, 7 


An antibiotic produced by a species of Streptomyces has been found 
to be a potent tumour-inhibiting agent in mice (Sloan-Kettering 
Institute for Cancer Research, New York). The compound, which 
has been named azaserine, shows an 8-fold range between the 
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is apparently of the same view, and in reply to the papers 
referred to earlier he states, ‘May I therefore put forward 
a few points to show that the vitamin-deficiency theory 
of the origin of kwashiorkor should not be discarded for 
the moment.” Again he says, “The authors do not mention 
the resemblance between the patterns of the kwashiorkor 
dermatosis and that of gaol pellagra.’ Further he 
remarks, “The fact is that any form of disease which 
leads to inanition is likely to end in a syndrome of 
protein deficiency.’ 

The great majority of cases of kwashiorkor fall ill 
some weeks after being taken off the breast. This would 
thus lend support to the belief that when the essential 
proteins or vitamins are suddenly withdrawn, the liver 
breaks down and the child develops the picture of 
malignant malnutrition. But one does occasionally see 
the exception to this, as shown by the above case and 
in others which I reported previously.*: * 

Further it is of interest to record that from India 
Ramalingaswami, Menon and Venkatachalam * publish- 
ed a paper on kwashiorkor in which the majority of the 
babies seen with the disease were still on the breast at 
the time symptoms first appeared. From West Africa, 
Silvera and Jelliffe '° too mention that kwashiorkor may 
be seen in the breast-fed infant. It would be difficult to 
attribute kwashiorkor to a protein lack in these cases. 
The problem is still, as I see it, unsolved. 

I consider that a closer study should be made of the 
actual foods consumed by these children in their own 
environment. We clinicians are too apt to speak from 
the wards and not from their homes. It is to the social 
worker and hygiene officer that we should turn for a 
possible solution or enlightenment on this problem. 
Whether kwashiorkor is due to a protein deficiency or to 
a lack in vitamins or to both has still to be proven and 
one method towards the answer may be determined by 
a study of the diet in the child’s own home. 


I wish to thank Dr. R. M. Morris, O.B.E., Secretary for Health 
of Southern Rhodesia, for his permission to publish. 
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compounds. 

The antibiotic is active against Crocker mouse sarcoma 180, and 
in addition against a number of species of bacteria and fungi, but 
not against representative protozoa or viruses. Chemically the 
compound has been identified as O-diazoacetyl-L-serine. 
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SKIN INFECTIONS (Chioromycetin Cream For topical 
application in skin infections, Chloromycetin is available in a 
water miscible base. In tubes of | ounce (approx.) 
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EVE INFECTIONS. (Chioromycetin Ophthalmic and Ophthalmic 
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botties (100 c.c.) bottles (100 <.c.) 


Truly efficient and economic antibiotic therapy is 


possible only if there is a sufficiently wide range of 
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Oromycetin preparations now ayailable permit 
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flavoured suspension, containing in 8 c.c. the equivalent of a cap- 
sule. In bottles of 60 c.c. 
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VAN DIE REDAKSIE 


TERING NEEM AF 


Die gang van tering in Kaapstad gedurende die afgelope 
6 of 7 jaar gee aanleiding tot egte voldoening. Dit word 
weerspieél in die volgende tabel van die sterfgevalle per 
jaar aan alle vorms van tering vir 37 jaar. 


EDITORIAL 


THE DECLINE IN TUBERCULOSIS 


The trend of tuberculosis in the City of Cape Town 
during the last 6 or 7 years gives cause for solid satisfac- 
tion. The trend is reflected in the following table, which 
gives the annual death rates from all forms of tuberculosis 
for 37 years. 


MUNICIPALITY OF THE CiTy OF CAPE TOWN 
MUNISIPALITEIT VAN KAAPSTAD 


JAARLIKSE STERFTESYFERS PER 100,000 BEVOLKING VAN TERING (ALLE VORME) 
ANNUAL DEATH RATES PER 100,000 POPULATION FROM TUBERCULOSIS (ALL Forms) 


Quinquennium Europeans non-Europeans’ All Races 
Quinquennium Blankes nie-Blankes Alle Rasse 
1917-21 88 447 253 
1922-26 79 409 228 
1927-31 74 475 262 
1932-36 84 499 282 
1937-41 74 442 255 
1942-46 78 588 340 


Kaapstad het die voortou geneem in die veldtog teen 
tering in Suid-Afrika. Meer as 30 jaar gelede het die 
Munisipaliteit hospitaalsale vir longtering, ’n munisipale 
teringkliniek en teringgesondheidbesoekers onder die 
beheer van Jasper Anderson gehad. Hy was die eerste 
voltydse munisipale gesondheidsbeampte in die land. 
Dit was die skenking van John Garlick, ’n burger van 
Kaapstad, wat gelei het tot die stigting van die eerste 
Staatsanatorium by Nelspoort. As gevolg van die 
ondernemingsgees van die Regering en die ander stede 
en dorpe is die veldtog dwarsdeur die Unie goed op 
dreef maar Kaapstad bly nog aan die spits. Die Stad 
se begroting vir teringhospitale en ander voorbehoedings- 
maatreéls beloop nou £300,000 per jaar, die grootste deel 
waarvan deur staatsubsidies gedek word. Daar word 
deur die Afdelingsraad van Kaapstad ook fondse toe- 
gestaan vir die voorstede binne sy gebied. 

Nogtans was daar tot die afgelope paar jaar geen daling 
nie in die getal teringgevalie wat jaarliks in die Stad 
aangemeld is of in die sterftesyfers wat aangeteken is. 
Met die oog op die wesenlike en vinnige teringafname 
in Europa en die Verenigde State was dit des te meer 
teleurstellend. 

Die jongste syfers is meer belowend en die hoop kan 
gekoester word dat die teringsyfer van Suid-Afrika net 
soos dié van die westerse lande steeds sal daal. Nieteen- 
staande terugslae het die teringgeskiedenis van ander 
lande altyd hierdie vertroue gestaaf. Die teringsyfer 
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Jaar Blankes nie-Blankes Alle Rasse 
Year Europeans —_non-Europeans All Races 
1947 73 523 304 
1948 64 559 320 
1949 42 489 274 
1950 53 419 243 
1951 46 348 216 
1952 26 298 181 
1953 21 207 129 


Cape Town took the lead in the campaign against 
tuberculosis in South Africa. More than 30 years ago, 
under Jasper Anderson, the first full-time municipal 
medical officer of health in the country, the municipality 
had hospital wards for pulmonary tuberculosis, a 
municipal tuberculosis clinic and tuberculosis health 
visitors. It was the gift of John Garlick, a Cape Town 
citizen, that led to the establishment of the first national 
sanatorium at Nelspoort. Through the initiative of the 
Government and the other cities and towns the campaign 
is well established throughout the Union, but Cape Town 
has maintained its lead. The City budget for tuberculosis 
hospitals and other preventive measures now amounts to 
£300,000 a year, the greater part of which is met 
by Government subsidies; and the Cape Divisional 
Council also makes an allocation of funds for the suburbs 
within its area. 

Yet until the last few years no impression was made 
on the number of cases of tuberculosis yearly reported 
in the City or the number of deaths registered. This was 
all the more disappointing in view of the substantial and 
rapid decline in tuberculosis that was taking place in 
countries in Europe and in America. 

But the more recent figures give grounds for hope that 
the corner has been turned and that the disease will 
continue to decline in South Africa in the same way as 
in the western world. The history of tuberculosis in 
other countries has always afforded grounds for this 
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van Engeland gedurende die middel van die 19de eeu 
was nie veel laer nie—en waarskynlik glad nie laer vir die 
werkersklasse nie—as die nie-blanke-syfers van Suid- 
Afrika gedurende die 20ste eeu. Die probleem waarmee 
Brittanje toe te kampe gehad het was net so gedugtig 
soos dit vandag vir Suid-Afrika is. ‘n Faktor wat 
waarskynlik daartoe bydra om die teringsterftesyfer van 
Suid-Afrika hoog te hou is die voortdurende ontstamming 
van die Bantoe, hul trek na die stede en hul opname in 
die industrieé. Hierdie faktor geld miskien ook vir die 
Kaapse Kleurling, die Indiér en selfs vir die Blanke. 

Daar is nog baie probleme i.v.m. tering wat opgelos 
moet word. Onder persone in dieselfde omgewing sterf 
die een miskien aan tering ten spyte van behandeling, 
die ander kry miskien tering maar herstel daarvan, en 
die derde mag dit geheel en al vryspring. Ons weet nie 
waaraan die verskil te wyte is nie. Ons is egter bewus 
daarvan dat sekere faktore tering in die bevolking as 
geheel aanwakker. Die faktore behels ondervoeding, 
oorbewoning, swak-behuising, lae lewenspeil, oorwerk 
en swak werksomstandighede. Twee ander verwante 
faktore is (1) die voorkoming van besmetting of deur 
hospitalisasie van die pasiént Of op ander maniere en 
(2) die genesing van die pasiént. Met hedendaagse 
vordering op die gebied van behandeling het die genesing 
van die geval ’n steeds belangriker faktor geword. 

Watter faktors vir die daling in Kaapstad se sterfte- 
syfers verantwoordelik is kan nie sonder verdere navor- 
sing vasgestel word nie. Daar is meer hospitaalbeddens 
as voorheen beskikbaar maar die getal is nog ontoe- 
reikend. Met die oog hierop het dr. E. D. Cooper, 
Mediese Gesondheidsbeampte van Kaapstad, *n skema 
voorgestel vir die tuisbehandeling van pasiénte vir wie 
daar nie hospitaalbeddens beskikbaar is nie. Dr. Cooper 
se amptelike verslag verskyn in hierdie Tydskrif (bl 197) 

Hierdie skema behoort vir baie pasiénte van groot 
waarde te wees wat derhalwe nie weens hospitaalnood 
van die voordele van nuwe terapie ontsé word nie. 
Die skema kan miskien nie op agterbuurtbewoners 
toegepas word nie maar oor die algemeen behoort dit 
van waardevolle hulp te wees met die munisipaliteit se 
veldtog teen tering. Die kwessie van besmetting moet 
nie oorbeklemtoon word nie, want as geskikte huis- 
houdelike en siekekamer-maatreéls getref word behoort 
dit oor die algemeen moontlik te wees om persone wat 
met die pasiénte in aanraking kom van _ besmettings- 
gevaar te vrywaar. 
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hope, notwithstanding disappointments. In England the 
tuberculosis death rate in the mid-19th century was not 
far short, and in the labouring classes probably not short 
at all, of the 20th-century non-European rates in South 
Africa. The problem facing the British then was as 
formidable as that facing us today. A factor that has 
probably helped to maintain a high tuberculosis mortality 
in South Africa is the continuing replacement of the 
tribal life of the Bantu by western ways of living, their 
movement to the towns and their absorption in industry. 
A similar influence may have been in operation in the 
Cape Coloured and Indians, and even in Whites. 

There is much that is unknown about tuberculosis. 
Of individuals in a similar environment, one may die of 
tuberculosis in spite of treatment, another may develop 
the disease and recover, and a third may escape 
altogether. We do not know what determines these 
differences. But we recognize certain factors that in the 
population as a whole promote tuberculosis. These 
include malnutrition, unwholesome and overcrowded 
dwellings, low standards of living, excessive toil and bad 
conditions of labour. Two other factors, related to each 
other, are (1) the prevention of infection, whether by 
removal of the patient to hospital or by other means, 
and (2) the restoration of the patient to health. With 
modern advances in treatment the ‘cure’ of the case has 
become an increasingly important factor. 

What factors have been responsible for the decline in 
tuberculosis mortality in Cape Town cannot be deter- 
mined without further research. More hospital beds are 
available than hitherto, but the number is still insufficient. 
In view of this, Dr. E. D. Cooper, the City medical 
officer of health, has proposed a scheme for the treatment 
of patients who are living at home because there is no 
room in hospital. Dr. Cooper’s official report is published 
in this issue of the Journal (page 197). 

This scheme should be of great value to many patients, 
who will thus not be deprived through the hospital 
stringency of the benefit of modern therapy. The scheme 
may not be effective for some who are living 
under slum conditions, but in general it should be 
a useful addition to the municipal anti-tuberculosis 
scheme. Too much stress should not be laid on the 
question of infection; for with suitable household and 
sick-room arrangements it should as a rule be possible 
to avoid dangerous infection of contacts from the patient 
under treatment at home. 


ABSTRACTS : UITTREKSELS 


Peckover, (1953): Mephenesin in Rheumatism, Lancet, 1, 1105. 

In this study *Tolserol’ (mephenesin) was employed to treat more 
than 20 cases involving complaints of a rheumatic type. Cases 
included chronic fibrositis, acute spasm at the sacro-iliac junction, 
acute lumbago, sciatica-like pains, and low backache. The most 
satisfactory daily dose appeared to be 4 to 6 g., given in divided 
doses every 4 hours, except at night. 

Generally, patients responded very well within 2-7 days. A case 
of chronic low backache had full remission in 2 days; 2 others, 
one of sacro-iliac-junction spasm and one of lumbago and sciatica- 
like pain, were fully relieved and free of symptoms in a week’s time. 

In severe chronic cases it seems advisable to give repeated short 


courses as may prove necessary instead of one prolonged course of 
treatment. Two patients in the series had vertigo, to a minor degree, 
and there were no other toxic side-effects in the series. Mephenesin 
is a muscle relaxant and its blocking action interrupts the spasm- 
pain cycle. 

While it does not seem to have any direct analgesic effect it was 
unnecessary in this series to use any other drug to relieve pain. 
It may be said that while acute cases generally respond more rapidly 
to mephenesin than chronic conditions, the drug seems highly 
effective in a wide range of fibrositic disorders and its almost com- 
plete lack of toxicity when used orally makes it suited to routine 
employment. 


|| 


6 Maart 1954 


S.A. TYDSKRIF viIR GENEESKUNDE 


PLUNGING RANULA: A NEW THERAPEUTIC APPROACH 


P. KEEN, M.D., M.M.S.A. 


LIONEL COHEN, M.B., B.Ch., D.M.R.T. 
M. P. SHAPIRO, F.R.C.S., D.M.R. 


In an earlier communication (Cohen and Kimmel ') it 
was shown that plunging ranulas could be cured by 
exploiting the photo-electric activity of heavy metals 
when exposed to Réntgen rays, and 4 cases were 


described in which irradiation following injection of 


bismuth into the cyst proved effective. Since 1949 this 
form of treatment has been continued and proved equally 
successful in a consecutive series of 25 cases. However, 
since certain difficulties were encountered and the 
technique has had to be modified slightly in some cases, 
it was thought wise to make a final report on this new 
therapeutic approach. 


The term ranula is applied to cysts in the floor of the 
mouth. Their origin is uncertain and they have been 
variously regarded as dilatations of ducts of submaxillary 
or sublingual salivary glands, distension-cysts of hypo- 
thetical bursae, retention-cysts of mucus-secreting glands, 
or remnants of branchial origin. While small retention- 
cysts in the floor of the mouth are easily curable by 
surgery, the lesions considered here are the deep plunging 
variety that require extensive dissection for their complete 
removal, with inevitable recurrence if the removal is 
incomplete. The method of treatment now recommended 
for these deep plunging ranulas is simple, and all treated 
cases have been cured by this means. 


Conventional Forms of Treatment. In addition to surgical 
extirpation, which is recommended by most authorities, including 


Fig. 1. Plunging ranula in submaxillary region. 
partially filled with 10°, sodium iodide. 


Non-European Hospital, Johannesburg. 


Note previous operation scar. 
% | Fig. 3. Extensive plunging ranula reaching the superficial planes of the chest 
wall through an old incision in the deep cervical fascia of the neck. 


Payne in British Surgical Practice*, numerous other methods have 
been tried. Padgett® advised silver wire being passed through the 
cyst wall with resultant evacuation of the contents into the sur- 
rounding tissues with temporary relief, but permanent cure could 
only be obtained by complete dissection of the cyst wall. Gardham 
in Modern Operative Surgery,*, gave the following description: 
‘These tumours appear to be situated superficially under the 
mucous membrane to one side of the fraenum of the tongue, but 
actually they spread deeply and irregularly among the muscles, 
between the jaw and the hyoid. Attempts to remove them com- 
pletely are seldom successful, and it is generally better for the 
operator to satisfy himself with the following procedure. The 
cyst is opened, and the sticky mucous secretion which it contains 
is thoroughly removed. This is best done by entangling the 
mucus in pledgets of dry gauze held in forceps. The wall is then 
scrubbed with a small mop soaked in pure carbolic acid, to destroy 
the epithelial lining, and the resulting cavity is temporarily packed 
with gauze which may be fixed in position by a few catgut sutures’. 

Romanis and Mitchiner® suggested that it was almost impossible 
to dissect the ranula completely, owing to its size and the extreme 
thinness of its wall. Their treatment is to incise the cyst inside 
the mouth, evacuate its contents and dissect away as much as 
possible of the cyst wall. Stress is laid on the importance of com- 
plete destruction of the whole cyst lining, every remaining portion 
being curretted and swabbed with a 10°, solution of zinc chloride. 
The cavity has to be repacked daily and allowed to heal slowly 
from the bottom by granulation. Shaw in Thomson and Miles’s 
Manual of Surgery® also recommended incision through the 
mucous membrane and attempted dissection of the cyst wall, 
followed by swabbing the remaining cavity with methylated spirit 
and packing with ‘bismuth gauze’ and allowing it to heal by 
granulation. If this failed he recommended dissection of the cyst 
through an incision below the jaw. 

Partial excision and marsupialization have been tried in plunging 
ranulas because total excision is often found impossible.’. Aspira- 


Fig. 2. X-ray of submaxillary ranula 
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Fig. 4. Same case as Fig. 3 with 10° sodium iodide in the dependent portion of the ranula. 
illustrate the communication with cyst in the floor of the mouth. 


Fig. 5. Same case as Fig. 3 to 
Fig. 6. X-ray of an extensive plunging ranula, to 


illustrate the narrow isthmus in the floor of the mouth and the extensive ramifications. 


tion followed by the injection of sclerosing agents, such as ‘etha- 
molin’, have been used with little success, while X-ray therapy 
we have tried with no perceptible effect on the lesion. 


Extensive Types as Seen in the Bantu. These patients 
have the typical swelling below the mucous membrane 
of the floor of the mouth, with an extension into the neck, 
either into the submaxillary region (Figs. | and 2) or 
lower down in the anterior triangle of the neck (Figs. 
3 and 4). Pressure on the swelling in the neck usually 
produces evidence of communication with a cyst in the 
floor of the mouth (Figs. 5 and 6). 


TREATMENT 


The treatment which we now carry out is aspiration of 
the contents of the ranula followed by injection of 2 c.c. 
of ‘bisoxyl’ (a 10°% aqueous suspension of bismuth 
oxychloride) into the remaining cyst cavity. The cyst 
and its contents are then gently massaged by means 
of a finger in the mouth overlying the ranula and a 
finger of the other hand massaging from the outside in 


the submaxillary region. The patient is then treated 
by means of X-ray therapy, 180 kV, 0.5 mm. Cu filter, 
50 cm. F.S.D., H.V.L. = 1.0 mm. Cu, field size usually 
10 x 8 cm., a single dose of 300 r being administered to 
the skin overlying the affected submaxillary region. The 
dosage of X-rays (300 r) is empirical, and in our opinion 
smaller doses might be equally effective. We have, 
however, maintained this treatment as the irradiation is 
well below the erythema dose for this quality of radiation. 
Presumably not only ‘bisoxyl’ but also other suitable 
preparations containing a heavy element would be 
effective. 

During the first 24 hours after treatment the swelling 
increases in size, and within a further 2 to 3 days it has 
exceeded its original size and has become firm and 
tender to the touch. After about 10 days the swelling 
begins to subside, and within a month is no longer 
visible, although a firm residual nodule remains palpable. 


This method of treatment is based on the assumption 
that a plunging ranula is a single cyst, for it is essential 
that the bismuth particles should reach all the cells lining 
the cavity if the treatment is to be effective. In some cases 
the injected material was not thoroughly dispersed 
throughout the cyst cavity but was allowed to sediment 
for some hours before irradiation, and in these only the 
lower part of the ranula was obliterated, necessitating a 
second treatment to the remaining portion. In several 
of our cases the main cyst in the neck communicated 
with the buccal portion through a narrow isthmus at the 
posterior edge of the mylohyoid muscle. In these cases 
it is preferable to inject the heavy metal into both 
portions separately, or alternatively to treat the case in 
two stages. 

Almost half our patients had undergone previous 
surgical treatment, and these cases occasionally presented 
technical difficulties. One patient had had 8 previous 
operations; in another case 3 attempts to excise the cyst 
had been made; in one case the cyst had been 
marsupialized; and several others had had sclerosing 
agents injected. These interventions resulted in loculation 
in several cases, or in extension to the superficial plane 
of the neck through the deep cervical fascia. 

The technical difficulties encountered therefore in- 
cluded /oculation due to previous operation or infection, 
and poor dispersion of the bismuth particles owing to 
the large size and irregularity of the cyst cavity. 


MIcROSCOPIC APPEARANCE 


Recently in one case an opportunity arose to make 
microscopic slides of a ranula sac excised during the 
process of obliteration because the patient had severe 
pain following treatment. It was considered that a nerve 
trunk had become involved in scar tissue from two 
previous operations and was being irritated. The 
histological report, for which we are indebted to Dr. 
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Circumstances alter cases. And while the aqueous injection of 
sodium penicillin remains first choice for most cases, there are 
many occasions when a ready-prepared aqueous injection of 
penicillin has much to commend it. Such a preparation is MYLIPEN 
—a suspension of 300,000 units procaine penicillin G per cc. in 
isotonic saline. In most cases a single | cc. dose of MYLIPEN main- 
tains an effective level of penicillin in the blood for the next 
twenty-four hours. 


MYLIPEN 
Trade mark 
Vials of ten | cc. doses 1. 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 9875, JOHANNESBURG 
Agents: M. & |. Pharmaceuticals (Pty.) Ltd., P.O. Box 784, Port Elizabeth 


12 ™ 


WHY are so many doctors now prescribing Cytacon? Because vitamin Bye 
by mouth is proving such a staunch ally in improving the appetite and general 
“well-being” of infants, children and convalescents—when conventional tonics 
have failed. Cytacon is available in tablets of two potencies, and as a pleasantly 
flavoured liquid that appeals especially to youngsters. 


TABLETS (10 micrograms): 50, 500 
TABLETS (50 micrograms): 25, 250 fe YTACON Trade mark 
LIQUID (25 micrograms per fluid drachm): Oral vitamin B,, 
bottles of 6 fluid ounces. 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. Box 9875, centeiain 
acents: M. & J. Pharmaceuticals (Pty.) Ltd., P.O. Box 784, Port Elizabeth. 
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BRAND OF CRY TETRACYCLINE 


“In acute trachoma, proper treatment with Terramycin “°° 
CHAS. PFIZER & CO., ING, 
results, without exception, in a radical cure.” Likewise, 
chronic trachoma responded, in 80% of the cases, to 
Terramycin therapy. 
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Rosemary Sichel of the South African Institute for 
Medical Research, reads as follows: 


‘The sac wall could be divided into 3 regions, viz:—the cavity 
lining, the wall, and the outer covering (Fig. 7): 

(a) Cavity Lining. There is no recognizable epithelium, the 
cavity being lined by granulation tissue and dense bundles of hyaline 
collagen. Part of this collagen shows metachromasia on special 
stains, and further staining shows this to be due to the presence 
of muco-polysaccharide. A considerable amount of brown-black 


Fig. 7. Low-power view of a ranula cyst wall during the process 
of obliteration. A. Cyst cavity. Note absence of epithelial lining. 
B. Particles of bismuth on surface of cavity and scattered through 
the cyst wall. C. Hyalinization and degeneration of collagen. 
D. Endarteritis. We are indebted to Dr. F. A. Brandt of the South 
African Institute for Medical Research for this photomicrograph. 
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pigment is bismuth (Brucine iodide method, after Wachstein and 
Zak). Immediately under the surface there are many thin-walled 
capillaries. 

(6) Wall. This is composed of vascular fibrous tissue in which 
there is considerable hyaline change and a scattered cellular infiltrate 
consisting mainly of lymphocytes and plasma cells. In parts 
many young fibroblasts are seen. The bismuth described in the 
cavity lining is also present in the wall, though to a lesser degree. 
Most of the pigment is confined to a thin layer less than 1 mm. deep. 
The blood-vessels in the sac wall appear thickened, and several 
show endarteritis. 

(c) Outer Covering. This consists of fibro-fatty connective tissue 
in which the blood-vessels appear normal. There is a slight 
perivascular lymphocytic infiltrate. There is no abnormality in 
this collagen. 

In addition there was a cord-like structure consisting of vascular 
fibro-fatty connective tissue containing nerves and striated muscle 


fragments’. 


There is no doubt from the evidence in these sections 
that, provided the bismuth particles come in contact 
with all the lining of the ranula sac, complete obliteration 
must result. 


EMBRYOLOGY 


Most authorities consider ranulas to be retention-cysts 
of mucous glands in the floor of the mouth. To explain 
the various types of linings of these cysts (they vary from 
stratified epithelium to a single layer of cuboidal cells, 
and ciliated cells have been noted) various glands have 
been incriminated. Most text-books suggest that the 


incisive glands of Suzanne and Merkel and the glands 
of Nuhn and Blandin may give rise to some ranulas, and 
finally, to explain the occasional case with ciliated 
epithelium, the glands of Bochdalek (remnants of the 
thyroglossal duct) have been brought into the etiological 


picture. 

These views have been generally accepted, and seem 
reasonable enough when one considers the average type 
of ranula, but our experiences with the extensive plunging 
ranulas in the South African Bantu make it difficult to 
accept these views, and we prefer to accept the theory 
of J. E. Thompson,* who suggested in 1920 that these 
cysts were branchiogenetic in origin. He based his 
conclusions on the irregular shape in 5 of his cases, some 
of which extended to the styloid process and submaxillary 
regions. Several of our cases were much more extensive, 
and extended down to the clavicle and behind the mastoid 
process, but in all cases the main mass remained in the 
anterior triangle, and only lack of space made them bulge 
into the posterior triangle. This is one of the characteris- 
tics of branchial cysts, which are always found in the 
anterior triangle. 

The second point which made us doubt the general 
views on the origin of these cysts is the fact that mucous 
retention-cysts exist in many parts of the body, but they 
do not follow the processes of migration carried out by 
ranulas. In other words, the clinical behaviour of a ranula 
is not that of a mucous retention-cyst. It is true that the 
mouth, and particularly the floor of the mouth, is an 
unusual site and subject to unusual stresses and 
strains, but even here a retention cyst of the mucosa 
of the cheek does not tend to migrate between the 
muscles of the cheek. 

During foetal life, however, the mouth plays a very 
different role. It is a potential cavity, not subject to the 
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stresses and strains of mastication, respiration and 
movements of expression, and any abnormal small cyst 
in the neck, subject to the stresses and strains of the 
migration of muscles and organs originating in the 
branchial arches and clefts, would tend to be forced in 
the direction of least resistance towards the nearest 
surface, which would be the floor of the mouth. 

Each branchial arch has a cartilaginous base, giving 
rise to ultimate bony structures; a muscular portion, the 
origin of specific muscles; a vascular bundle; and a 
nerve bundle. 

It is interesting to note the branchial origins of various 
organs, as pointed out by Thompson. The muscles of 
the soft palate have their origins in the Ist, 3rd and 4th 
arches. The ossicles of the ear arise from the Ist and 
2nd arches. The muscles of facial expression arise 
from the 2nd arch; they migrate extensively and 
include the platysma, going down to the clavicle, 
and the occipito-frontalis, extending over the skull. 
The tongue has intrinsic muscles derived from the 
3rd arch, and yet is covered by a mucosa innervated by 
nerves originating in the Ist and 2nd arches. In addition 
to this extensive migration of muscles and bones, we 
find the thyroid gland, originating at the base of the 
tongue and travelling down along the thyro-glossal tract 
to its ultimate situation in front of the trachea, and 
probably uniting with the lateral buds from the 3rd arch. 

It would not be surprising to find an aberrant cyst, 
originating either in the cervical sinus, or in any of the 
branchial clefts during their closure, being pushed about 
by this cross migration of structures, and, taking the line 
of least resistance, migrating to the buccal cavity, where 
there is a zone of relative negative pressure. 

At birth, therefore, these cysts of branchiogenetic 
origin would find themselves in the floor of the mouth. 
During childhood, some form of irritation, either 
mechanical or inflammatory, would cause the cysts to 
enlarge, and they would find themselves subjected to 
all the stresses and strains of mastication, deglutition, 
respiration and facial expression. It would only be 
natural for the enlarged cyst to adopt the same process 
and leave the areas of stresses and strains for the quieter 
regions of the now stabilized planes of the neck. The 
‘weak spot’ in the floor of the mouth along the posterior 
border of the mylohyoid muscle would be its natural 
point of exit, and it could then fill the spaces of the 
anterior triangle of the neck. This mode of exit has been 
demonstrated radiologically (Fig. 2), and this seems to us 
a much more reasonable explanation of the unusual 
characteristics of ranulas, and the extensive nature of 
cases in the South African Bantu suggest that this is 
more likely than the retention-cyst theory. 


PHYSICAL ASPECTS 


Ionization Ratio 

It is important to determine the intensity of the 
ionization in the immediate proximity of an irradiated 
particle of bismuth oxychloride, presumably absorbed 
to the cyst wall, as this might enable us to estimate the 
tissue dose actually received by the secreting cells lining 
the cyst cavity. In our experience ranulas have been 
found to be quite resistant to conventional radiotherapy, 
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and at least as tolerant of irradiation as normal skin. In 
order to achieve complete destruction of such tissue, 
therefore, one would require a necrosis-producing dose 
of radiation, that is, not less than 4 times the threshold 
skin-erythema dose, or 3000 r of conventional high-vol- 
tage réntgen rays delivered at a single sitting. We have 
arbitrarily chosen for the treatment of ranulas after 
injection of the heavy metal 300 r nominal surface dose, 
generally delivered through a single field. The more 
distal and peripheral portions of the cyst usually intersect 
the 30% to 40% isodoses, thus probably receiving no 
more than about 100 r from the direct beam. Since we 
have never experienced any failures which could be 
ascribed to low-dosage effects at the periphery of the 
treated field, we have to assume that the bismuth increases 
the intensity of the local ionization not less than 30-fold. 
Further, since the size of the epithelial cell is of the same 
order of magnitude as the maximum secondary electron 
range in tissue, the average dose received by these cells 
is about one-half of the actual surface ionization, so 
that the ionization ratio in all probability approaches a 
value of about 60. 

This rough estimate is not at variance with previously- 
established experimental data. Shortly after de Broglie * 
had identified the secondary radiations from rontgen- 
irradiated matter as consisting largely of electrons 
(photo-electric effect), Bolhuis,’® using bacterial cultures 
known to be completely unaffected by doses of radiation 
as large as 30,000 r, was able to produce complete 
destruction of the organisms with quite small doses 
(less than 1000 r) by suspending metallic foils 2 mm. 
above the bacterial colony during irradiation. Positive 
effects were regularly obtained with heavy metals such as 
Ba, Bi, Ag, and Pb; while K, Na, and Al, were uniformly 
ineffective. The addition of the heavy metal to the 
nutrient medium was not effective, presumably owing to 
rapid absorption of the secondary rays in the medium. 
In this case the ionization ratio (R) is shown to be not 
less than 30. 

A more detailed study of this phenomenon was made 
by Ellinger and Griihn," using 29 heavy elements and 
radiation of varying wavelength. As would be expected 
with secondary electrons, their intensity increased non- 
linearly with increasing atomic number (Z) and wave- 
length (A), and the characteristic absorption edges were 
identified. As Z was decreased the peak intensity shifted 
to greater values of A. Using a standard organism 
(Serratia marcesens), in which the minimum lethal dose 
of réntgen rays exceeded 15,000 r, they showed that in 
the proximity of the heavy metal foils 300 r was com- 
pletely destructive. This suggests an ionization ratio of 
at least 50, which is of a similar order of magnitude to 
that obtained in our clinical investigation. 

In the case of irradiated tissue cultures, it was found 
(Paterson ™) that the atomic number of the material in 
the cover-slip significantly influenced the intensity of 
the radiation effect, although the results were not 
sufficiently consistent for quantitative evaluation of the 
ionization ratio. In this experiment a gold cover-slip 
showed greater effects than glass, and glass was more 
effective than plastic. In the second comparison the 
difference was readily obtained with X-rays but not 
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with radium y-rays, confirming the expected A-Z 
interaction. 

More recent work on this subject is largely confined to 
tissue ionization in the proximity of bone, and is con- 
sequently concerned with atomic numbers ranging from 
11 (Na) to 20 (Ca). Using an ionization chamber 
constructed of graphite-coated animal bone, Stenstrom 
and Marvin !3 found an ionization ratio (bone chamber; 
air-wall chamber) of R=4 for A=0.25 & (superficial 
therapy range) and R=24 for A=0.15 x (deep therapy 
range). In a theoretical analysis Spiers “ calculated the 
number of ion-pairs /u*/r in soft tissue and in bone, 
taking into account the range of the secondary radiation 
compared with the dimensions of the Haversian systems, 
and confirmed the experimentally-derived ratios. Spiers 
also showed that while the Compton recoil process did 
contribute to the surface ionization, the photo-electric 
effect was of far greater significance. 

Aly and Wilson '* and Ibrahim and Wilson '* studied 
the ionization ratios, theoretically and experimentally, of 
a larger range of atomic numbers and wavelengths. 
They have, in general, confirmed the data previously 
derived (introducing large corrections which, fortunately, 
concern wavelengths outside the range of clinical interest) 
and have extended their observations to somewhat 
heavier elements such as Cu (Z=29). The ionization 
ratio for the surface of a copper electrode irradiated 
with 200 kVp X-rays is about 30, whence we may 
conclude that for bismuth (Z=83) it is likely to be very 
much greater. Indeed bismuth has the highest atomic 
number of all non-radioactive elements. Ibrahim and 
Wilson suggest a formula from which values of R for 
various elements and mixtures might be calculated, but, 
considering the heterogeneous mixture containing un- 
determined proportions of bismuth oxychloride, water, 
and tissue exudates in the present problem, we are 
probably limited to the statement that the ionization 
ratio in the injected irradiated ranula cannot be less than 
R=60, and is probably greater. 


Effective Range of the Secondary Electrons 


The distance travelled by a photo-electron in tissue 
is determined by the wavelength (A) of the radiation and 
the atomic number (Z) of the absorbing material. 
Increasing values of Z and A increase the ionization 
ratio, and the same factors tend to diminish the effective 
range of the secondary radiation. These short-range 
photo-electrons may be advantageous in the case of 
ranulas lined by a single layer of epithelial cells, while 
in the case of other cysts with thicker linings, lighter 
elements and higher exciting voltages might be preferable. 

It is of interest to note that in Ellinger and Griihn’s 
experiment, the lethal action on the bacteria did not 


Winckel, C. W. F. (1953): Quinine for the relief of nocturnal muscle 
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The author gives a survey of the American, French and Dutch 
literature on the use of quinine in the treatment of nocturnal leg 
cramps in elderly people and pregnant women, in diabetes and other 
conditions. There is general agreement on the excellent results 
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appear when the metallic foil was held more than 5 mm. 
above the bacterial colonies. A range of 5 mm. in air 
(specific gravity=0.0013) corresponds to about 6 pu of 
tissue, somewhat less than the thickness of a single cell. 
The lining of a typical ranula consists, at least in the case 
of the so-called plunging variety, of a single layer of 
cuboidal epithelial cells only, and therefore is eradicated 
by this method, which would not be effective in thicker- 
walled cysts. 


SUMMARY 


1. A description of plunging ranulas as seen in the 
South African Bantu has been given. 

2. A new and simple therapeutic approach exploiting 
the photo-electric emission from an irradiated heavy 
metal (Bi) injected into the ranula has been evolved and 
is described in detail. 

3. The histological changes after treatment show 
destruction of the epithelial lining, degeneration of the 
collagen, and endarteritis of the bloodvessels in the wall. 

4. The embryology of these cysts has been discussed 
and it has been suggested that Thompson’s theory of 
the branchiogenic origin of these cysts is the most likely 
explanation for these extensive swellings seen in the 
Bantu. 

5. The physical basis for the therapeutic results 
obtained has been elucidated and shown to be in good 
agreement with previously-established experimental data. 

6. There have been no failures in a consecutive series 
of 25 cases treated by this method over a period of 3 
years. 
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obtained with 2 doses of 200 mg. quinine sulphate, the first to be 
taken after dinner, the second at bedtime. 

American military surgeons have reported on these night cramps 
which have occurred in the legs of young soldiers following military 
drill. It was found that there was usually some underlying condition 
or deformity which caused strain on the leg muscles and joints. 
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THE EVOLUTION OF MYOCARDIAL INFARCTION 


M. P. Brascu, M.D. 
Johannesburg 


Myocardial infarction may be the result of a coronary 
occlusion, of an acute coronary insufficiency (prolonged 
myocardial ischaemia) without occlusion, or of a 
coronary embolism. There is general agreement that 
coronary embolism is rare, but it is a point of controversy 
which one of the two other conditions is the more 
frequent cause of myocardial infarction. Luisada,' 
e.g., States that gradual occlusion of an arteriosclerotic 
vessel or sudden occlusion due to intramural 
haemorrhage or thrombosis of a coronary artery is the 
most common occurrence. Master? on the other hand 
maintains that acute coronary insufficiency with myo- 
cardial infarction is more common than acute coronary 
occlusion. 

In practice one is as a rule confronted with the 
established fact of ‘coronary thrombosis’ and the 
electrocardiogram shows the pattern of myocardial 
injury in form of elevated ST segments, but gives no 
indication whether prolonged myocardial ischaemia or 
occlusion has been the cause of the infarction. 
Occasionally, however, the evolution of the process can 
be observed clinically and can be followed up by serial 
E.C.G.’s. 

REPORT OF CASE 

Mr. J.T., a 40-years-old garage proprietor and motor mechanic, 
on 6 October 1952 whilst driving a car experienced a very severe 
attack of substernal pain, which necessitated injection of morphine 
by his doctor. When seen the following day the patient had over- 
come a slight recurrence of the pain by taking a tablet of pethidine. 
He admitted to being a heavy smoker (60 cigarettes a day) and gave 
a history of repeated similar but much milder attacks on effort and 
excitement during the last 9 months. These attacks were apparently 
so mild that he did not consider the condition serious enough to 
consult a doctor. 


I 


Key to Figs. 1-4. 


Physical examination did not reveal any abnormality. 
regular, 75 per minute. Blood Pressure 130/90 mm. Hg. 


— 


Fig. 1. Subendocardial ischaemia, 7 October 1952, 


The E.C.G. (Fig. 1) showed low T waves in leads I and II, 
practically isoelectric T waves in V,, ,, ;, 5. » and slight depression 
of the ST segments in leads I, III and AVF. 

A diagnosis of attacks of prolonged myocardial ischaemia was 
made and the patient put on khellin. However, he felt so well that 
he wanted to go to work and it was only with difficulty that he could 
be persuaded to stay in bed. But 2 days later on, 9 October, another 
severe attack occurred at night and mild substernal discomfort 
still persisted about 10 hours later. On examination at that time 
heart rhythm and heart sounds were normal, pulse rate 75, blood 
pressure 130/90. E.S.R. 2 mm. per hour (increase in sedimentation 
rate is noted as a rule between the second and fourth day of 
infarction), White-cell count 13,000 p.cmm. (leucocytosis starts 
usually within the first few hours after myocardial injury). 
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Rauwiloid 


a new and distinctly different hypotensive agent 


Outstanding for: 


Rauwiloid 


Rauwiloid represents an entirely new and different 
approach to the treatment of hypertension. Consisting 
of an alkaloidal extract of Rauwolfia serpentina, it 
exerts a moderate but prolonged hypotensive effect. 
Blood pressure is reduced gradually, excessive fall of 
blood pressure is not a problem, and side actions rarely 
occur. Dosage is not critical; hence the entire daily 
requirement is given in one dose — usually on retiring 
— and complicated schedules are unnecessary. Further- 
more, the blood pressure reduction produced by 
Rauwiloid is retained when another hypotensive drug 
is concurrently administered, thus making it an excel- 
lent base upon which to broaden treatment in severe 
hypertension. 


Pharmacology: The action of Rauwiloid is not 


Rauwiloid + Veriloid 


This combination, consisting of 1 mg. of Rauwiloid 
and 3 mg. of Veriloid, provides the greater 
hypotensive response required in the more severe 


in severe 


its ability to control associated symptoms 
its freedom from side actions 


in mild and moderate hypertension .. . . 


apparent for several days after treatment is started, 
and the full effect may not be seen for weeks or even 
months. With discontinuation of treatment the hypo- 
tensive effect persists for many days. Rauwiloid does 
not interfere with postural reflexes; it overcomes the 
headache and dizziness of hypertension and gives 
patients a distinct sense of calm well-being, making 
them feel decidedly better. 

Indications: Rauwiloid is indicated in mild and 
moderate hypertension. In severe and malignant 
hypertension it serves well in conjuction with other 
medication, avoiding to a large measure the side 
actions of the more potent agents. 

How Supplied: Rauwiloid is supplied in 2 mg. tablets 
in bottles of 50 (over 3 weeks’ therapy) and 250. 


or resistant hypertension... . 


forms of high blood pressure. 
How Supplied: Rauwiloid + Veriloid is supplied in 
bottles of 50 and 250 tablets. 


Where Rauwiloid differs from other hypotensives. 


Rauwiloid is the first hypotensive agent made available to the physician, which combines safety of action and 
utter simplicity of dosage. The hypotensive action of the drug is not excessive regardless of the dosage given. 


Few if any side actions develop at any dosage level. 


Rauwiloid therapy is inexpensive, hence is within the reach of every patient and, what is more important, 
its reasonable price carries the assurance that the patient will remain on the medication for as long a period as 


the physician prescribes. 
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Applied to the affected skin, Cortef Acetate Ointment 


provides directly at the tissue level the pronounced anti-inflammatory 


action of the most active adrenocortical steroid. 


Results are often immediate and striking: lesions turn pale 

and flat; erythema, edema and infiltration subside; pruritus tends 
to cease. Where the condition is self-limiting, the prompt 
suppression of symptoms with Cortef Acetate Ointment 


may be clinically equivalent to cure. 
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Cortef Tablets for systemic anti-inflammatory therapy 
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Pneumococcus infections 
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Fig. 2. Ischaemia and subendocardia! and epicardial injury, 
9 October 1952. 


The E.C.G. had changed considerably (Fig. 2). There were deep 
depressions of the ST segments in leads II, AVF and » 
and the ST segments in V, and AVR were elevated with upward 
convexity. When myocardial ischaemia persists for a sufficiently 
long time small patchy areas of necrosis can occur in spite of the 
fact that coronary arteries are not occluded. According to 
Goldberger * these necrotic areas lie beneath the endocardium and 
are usually marked in the papillary muscles and the interventricular 
septum. Since the injured muscle lies in the subendocardial region 
of the ventricles leads V, and AVR, which face the cavities of the 
heart and the endocardium, show elevated ST segments. 

The T waves had increased in height in leads | and AVL, and 
were dominant and so tall in V,, ,, , that they caused elevation of 
the ST segments in these leads. This waxing of the T waves with 
simultaneous decrease of the height of the R waves in Vj, », 5.4 
together with the elevation of the ST segments in V, and AVR, 
suggested that subendocardial ischaemia had not only progressed 
to subendocardial injury but that the injury had now reached the 
subepicard. These clinical and E.C.G. findings were considered to 
confirm the diagnosis of recurrent attacks of prolonged myocardial 
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ischaemia and in view of signs of myocardial injury and incipient 
myocardial infarction the patient was put on anticoagulants. 

Another severe attack occurred in the night from 9 to 10 October 
without a fall of blood pressure, and from then on the patient was 
free of pain. 


Fig. 3. Acute myocardial infarction, 10 October 1952. 


On 13 October the blood pressure had dropped to 104/76 mm. 
Hg. and the chest-leads showed now the pattern of an anteroseptal 
myocardial infarction (Fig. 3). The deep depressions of the ST 
segments had disappeared except for a mild depression in lead III, 
AVR had returned to its pervious shape, and the ST segment in V, 
had become isoelectric, The T waves in leads I and AVL were 
much smaller, instead of the high T waves in V,,,,, there was 
now elevation of the ST segments in these leads (in V , with typical 
upward convexity and inverted T), and the R waves were absent 

When seen 5 months later the patient felt perfectly well. He had 
made an uneventful recovery and although he had resumed work 
in the meantime he had had no further attacks of praecordial pain. 
Apart from some elevation of the ST segments in AVR, absent 
R waves in V,, ,,, were the sole remaining signs of his myocardial 
infarction in the electrocardiographic pattern. (Fig. 4). 

Necrosis of an area of ventricular myocardium as it occurs in 
infarction results in absence of activity of that area during excitation 
and consequently in the disappearance of the electrical forces. The 
exploring electrode overlying the destructed tissue faces as through 
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Fig. 4. Small old myocardial infarction, 11 March 1953. 


a window the ventricular cavity of the heart and the E.C.G. 
tracings record the negative potentials of this cavity, ic. a deep 
Qu followed by an inverted T. The fact that the T waves in V,, ., , 
became upright in this case suggests that the area of infarction was 
small and has recovered to a certain extent. As furthermore the 
exploring chest-electrode is applied at a certain distance from the 
epicardium a mixed pattern results in this patient’s E.C.G., showing 
Qu waves in V,,,,, due to necrosis and upright T waves caused 
by surrounding healthy tissue. 


COMMENT 


A sufferer from attacks of prolonged myocardial 
ischaemia is a potential candidate for myocardial infarc- 
tion, and that raises the question whether infarction in 
these cases can be prevented by treatment. There is 
fairly general consensus that every such patient should 
be put on vasodilating drugs such as papaverine, 
aminophylline, khellin, etc. If a precipitating factor, 


e.g. emotion, effort, exposure to cold or overindulgence 
in tobacco can be detected, avoiding of these factors is 
imperative. I have seen patients who for years on this 
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regime have had a marked decrease or even a dis- 
appearance of their complaints and who have never 
experienced a myocardial infarction. In more recent 
times, in view of the possibility of a myocardial infarction, 
long-term anticoagulant therapy has been recommended 
in these cases. As mentioned in a previous article * this 
therapy is actually neither a preventive nor a causative 
treatment of myocardial infarction, but chiefly a measure 
to avoid its complications. Nevertheless it has been 
maintained that ‘dicumarol’ and heparin contain a 
vasodilating factor ® and might counteract arteriospasm 
and perhaps even promote the development of a fresh 
circulation. The question whether every sufferer from 
attacks of angina or prolonged myocardial ischaemia 
should prophylactically be put on long-term anti- 
coagulent treatment cannot be answered unequivocally. 

Shapiro ® reports that he has maintained patients with 
coronary insufficiency on anticoagulants for longer than 
3 years ‘with no adverse result and possible favourable 
effect’. Four of these patients suffered a myocardial 
infarction while therapeutically anticoagulated and 
although in none was the onset dramatic no claim is 
made by this author that the severity of the episodes 
was attenuated by the therapy. 

Goldberg and Suzman’ report that in a group of 
patients with angina pectoris receiving ‘dicumarol’ 
continuously several have experienced either a diminu- 
tion in the severity and the frequency or a complete 
abatement of the attacks. However, in their words ‘it is 
realized that in order to prove the value of this therapy 
the observation of a much greater number of patients 
over a considerable period of time will be necessary.” 

Considering the inconvenience to the patient, the 
expense for the necessary tests and the danger of 
haemorrhage even in well-controlled cases, long-term 
anticoagulent treatment of coronary insufficiency should 
in my opinion be limited to cases with frequent attacks 
or attacks of marked severity, and patients with poly- 
cythaemia, a history of phlebitis, pulmonary embolism, 
peripheral vascular diseases or auricular fibrillation. It 
may be objected that the case of Mr. T. shows that even 
mild attacks can one day become severe and lead to 
myocardial infarction, but I am very doubtful whether 
anticoagulant therapy at an earlier stage could have 
prevented infarction in this case, expecially if we can 
assume that prolonged myocardial ischaemia and not 
thrombotic occlusion of a coronary artery was the cause 
of this patient’s myocardial infarction. 

Five months after the acute episode Mr. T. has 
apparently fully recovered and he can attend to his work 
without any praecordial discomfort. Master’s 2-step 
test does not produce depression of the ST segments or 
the slightest substernal pain. It is not for the first time 
that I have observed improvement of angina pectoris or 
prolonged myocardial ischaemia after a myocardial 
infarction. Opening of colateral coronary vessels never 
used in healthy days even in temporary disturbed 
patency of the main coronary vessels may be the explana- 
tion of this phenomenon. 


SUMMARY 


The evolution of myocardial infarction in a patient with 
repeated attacks of prolonged myocardial ischaemia has 


196 
4 
W 
5) 


6 Maart 1954 


been followed up clinically and illustrated by the 
respective E.C.G.’s. Some aspects of treatment have been 
shortly discussed. 


I am indebted to Dr. H. Meyer for his kind permission to publish 


this case. 
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THE DOMICILIARY TREATMENT OF PULMONARY TUBERCULOSIS AS A PUBLIC SERVICE 


The following report by Dr. E. D. Cooper, M.D., F.R.F.P.S., 
D.P.H., Medical Officer of Health of Cape Town, is under con- 
sideration by the Cape Town City Council: 

I have the honour to report that owing to the shortage of hospital 
accommodation for tuberculosis patients, particularly for non- 
European males and females, there is a great need for instituting a 
domiciliary service for the treatment of sufferers from this disease. 

The number of Cape Town patients at present on the waiting 
re who are willing and anxious to be admitted to hospital is as 
ollows: 


European males 63 
European females 
Non-European males 610 
Non-European females 537 
1,214 


The number of Cape Town patients at present accommodated 
in the various tuberculosis institutions is as follows: 
European males 91 
European females 79 
Non-European males 307 
Non-European females 339 


816 


The number of Cape Town cases of pulmonary tuberculosis 
notified during 1953 was 1,923. 

In view of the fact that the majority of patients remain in hospital 
for at least a year, it will be appreciated that many months must 
elapse before admission to hospital of some of those on the ever- 
growing waiting list can be arranged. The long delay that occurs 
in admitting patients to hospital often results in a deterioration in 
their condition, in a lessening of their chances of complete recovery 
and in a prolongation of their stay in hospital at the expense of 
patients still on the waiting list. 

Considerable advances have been made in the treatment of pul- 
monary tuberculosis during recent years and in this chemo-therapy, 
bed-rest and nutritious food play an important part. The standard 
medical treatment for pulmonary tuberculosis is by intramuscular 
injections of streptomycin and the oral administration of para- 
amino-salicylic acid (PAS) and isonicotinic acid hydrazide (JNH) 
tablets. I consider it a hardship to deprive patients on the waiting 
list of this treatment, which offers them hope of recovery or 
improvement in their condition whilst hospital accommodation is 
not available to them. Treatment can, in suitable cases, be adminis- 
tered on a domiciliary basis by qualified nursing sisters under the 


supervision of a medical officer, and as a commencement I consider 
that two sisters will be required to undertake the work. 

I discussed the proposal with the Secretary for Health in 
November last and he suggested that the matter be raised with him 
again when he returned to Cape Town for the Parliamentary session 
to be held in January this year. I accordingly discussed the matter 
with him again on 28 January 1954, when he indicated to me that 
his Department would be prepared to consider favourably the 
acceptance of the expenditure on the proposed scheme for part- 
refund in terms of the Public Health Act No. 36 of 1919, as 
amended, when it was submitted at official level. 

The advantages that will accrue from the institution of a 
domiciliary service are: 

(a) The patients’ stay in hospital will in many cases be reduced. 

(6b) Admission to hospital will be accelerated and the waiting 

list will be reduced. 

(c) Treatment in hospital of some cases may not be necessary. 

(d) Treatment will render some patients non-infectious, thereby 

limiting the spread of disease to other susceptibles. 

(e) Treatment at home will be less costly than in hospital. 

(f) Expenditure on the treatment of the disease will ultimately 

be reduced. 


I accordingly beg to recommend that permission be obtained to 
institute a domiciliary service for the treatment of tuberculosis 
patients awaiting admission to hospital; that authority be granted 
for the establishment of the Tuberculosis Branch of this Department 
to be amended by the addition of the undermentioned staff and 
allowances, and that authority be obtained for a supplemental vote 
of £4,125 to meet the proposed expenditure on salaries, allowances, 
aT and equipment during the period 1 April to 31 December 


2 Clinic Sisters @ £400 p.a. each (Scale 


£400 x 25 — £500 x 30 — £620) £800 0 0 
Cost-of-living allowances @ £176 16s. each .. 353 12 0 
2 Motor transport allowances @ £300 Le a. 

each ‘ a 0 
Drugs and equipment .. 3,750 0 0 
Total for year . £5,503 12 0 
Total for April-December 1954 .. £4,127 14 0 


I further recommend that the above mentioned proposals be 
submitted to the Department of Health for approval and acceptance 
of the expenditure for 874°% refund in terms of the Public Health 
Act No. 36 of 1919, as amended. 


OPENING OF THE NEW MEDICAL LIBRARY OF THE UNIVERSITY OF CAPE TOWN 


Opening the New Medical Library of the University of Cape Town 
on 19 February 1954, the Hon. A. van der Sandt Centlivres, 
B.A., LL.D., D.C.L., Chancellor of the University and Chief 
Justice, said: 

I am very pleased to see so many medical practitioners present. 
This is a proof, if proof were needed, of the close collaboration 
that exists between the University and the medical profession. 


This collaboration is to the benefit of the University and the medical 
profession in particular and to the public in general. The medical 
school of the University, which is the oldest medical school in 
South Africa, has always been closely associated with the medical 
profession. This association is of the greatest benefit to both 
parties. 

Above all neither the medical profession nor the University could 
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by itself finance an up-to-date library; together they can do so. 
It requires no emphasis on my part to say that such a library is 
essential in the interests of the State. 


THe Carpe TOWN MEDICAL SCHOOL 


Behind the erection of the building in which we are at present 
there is a long and interesting history. Almost a century ago that 
great and far-seeing Colonial Administrator, Sir George Grey, 
spoke at an annual prize-giving of the South African College, 
of the possibility of a medical school. But the times were not yet 
ripe for so ambitious a project. The Cape Colony had a European 
population of only about } million. Its resources were slender, 
diamonds and gold had not yet been discovered. Moreover, the 
local medical profession was not yet organized. 

It began to organize itself about 1880 in the form of local 
associations, annual congresses and the publication of a medical 
journal. According to the late Professor Ritchie’s history of the 
S.A.C., the first practical movement in the direction of medical 
education was made in 1890 in an application by the Senate to 
the Council to approach the University of Edinburgh with a view 
to the recognition of the S.A.C. for scientific and laboratory work 
in the chemistry department. Nothing further seems to have been 
done until 1897, when the President of the local Medical Council 
raised the subject of introducing facilities for medical education 
in a letter to the Council of the S.A.C. That letter urged that the 
subjects necessary for the Preliminary Medical Examination should 
be taught in the College. The College Council then entered into 
negotiations with the Department of Education. 

In the following year Dr. Dodds, superintendent of the Valken- 
berg Asylum, as it was then known, in an address to the Medical 
Association, urged that a medical school should be established. 
Things then began to move, and in 1900 British universities were 
approached with a view to the recognition, for medical study, of 
lectures given by the late Professors Beattie and Hahn in physics 
and chemistry respectively. Three Scottish universities—Edinburgh, 
Glasgow and St. Andrews — acceded to this request. 

When the Anglo-Boer war came to an end on 31 May 1902 it was 
felt that the time had arrived for a development scheme for the 
College. The scheme was launched on Commemoration day that 
year by the Attorney-General, who afterwards became Sir Thomas 
Graham, the greatly respected Judge President of the Eastern 
Districts Court. The public responded generously to the appeal for 
funds and within a short time £31,000 was subscribed. 

This was a large amount for those days when the spending value 
of the £ was very much greater than it is today. As a result of the 
improved financial position of the college it was felt that another 
step forward could be taken towards the establishment of a medical 
school. At Commemoration day in 1903 Dr. E. Barnard Fuller, 
whose devoted services to the University will be remembered as 
long as it exists, delivered an address in which he emphasized that 
there were then chairs of chemistry, physics, botany and zoology, 
with well-equipped laboratories, and that the S.A.C. was able to 
provide for the first year of medical study. He added, ‘Personally 
I hold the opinion strongly that ....the presence of a medical 
school in the country would be a great stimulus to the medical 
profession .... It is our aim, with the co-operation of the Somerset 
Hospital authorities, to go foreward until we are in a position to 
demand a university degree in medicine and surgery.’ 

Dr. Fuller was not a man who allowed the grass to grow under 
his feet. In December of the same year he delivered an address at 
a meeting of the South African Medical Congress on the Need of a 
Medical School for South Africa. The Medical Congress passed a 
resolution in favour of the gradual development of a medical 
school in South Africa and for making provision for the teaching 
of anatomy and physiology. 

The efforts of Dr. Fuller soon bore fruit, and in the following 
year (1904) a medical committee was established at the College, 
consisting of professors teaching medical subjects, the president 
of the local branch of the Medical Association, the chairman of the 
medical board of the Somerset Hospital and the Superintendent of 
Valkenberg Asylum. 

It will thus be seen that at this early stage in the development of 
a medical school the S.A.C. worked in the closest colloboration 
with the medical profession. The medical committee of the 
College soon got to work. Dr. Fuller was authorized to negotiate, 
during a visit to Great Britain, with medical schools there for the 
registration of medical students and for the holding of the first 
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medical examination in Cape Town. The British General Council 
of Medical Education and Registration in 1905 added the S.A.C. 
to the list of recognized institutions at which students might com- 
mence medical studies and so the first-year medical course could 
be taken at the S.A.C. Recognition by English and Irish 
universities followed. 


Dr. FULLER’S VISION 


In 1906 the Cape Western Branch of the Medical Association 
passed a resolution in favour of starting the second year of the 
medical course by appointing professors of anatomy and physiology. 
In the following year Dr. Fuller in his presidential address to the 
Cape Branch of the Medical Association spoke on Medical Progress 
in South Africa and made reference to a medical library. His 
remarks are well worth quoting on the occasion on which we are 
at present engaged. He said: 


“We have recently taken a great step forward, and I do hope 
that every member of our medical community will come 
forward liberally and without cavilling to support the nucleus 
of what I hope will become the great medical and surgical 
library of South Africa; without a good reference library, an 
attempt at medical advance is but groping in the dark. and 
round our library and medical club house will grow up, I 
believe, a corporate and fraternal spirit among the members 
of our Society which will be of untold value .... The seed 
of a new and rejuvenated Medical Society will be sown, destined 
to play a great part in the future medical history of South 
Africa. I cannot too strongly urge the value that this library 
and medical club house will be to us as a Society. It will form 
the centre round which things medical will tend to gravitate— 
it will be a nucleus of which we shall become corporately 
proud. 

‘The fact that the Western Province Branch of the British 
Medical Association has a good medical and surgical library, 
reading room, and meeting place, will stamp it as a living 
entity and moving force in things medical. It will encourage 
research and reading, and be of untold value as an educative 
centre. We should, in my opinion, be as liberal as we possibly 
can in this undertaking, putting before ourselves clearly that 
it is to be the first in South Africa, and so firmly establish it 
that it will become a heritage which those who come after us 
may delight to remember us by .... Above all these things in 
this country we want to encourage . . . . medical research. 

‘For the present I think we shall do well to confine our 
energies to establishing and fostering the establishment of 
teaching centres of anatomy, physiology and pharmacology. 
Looking on into the future, however, I see before me, as in a 
vision, a great teaching university arising under the shadow 
of old Table Mountain, and a part of that university is com- 
posed of a well-equipped medical faculty, including a school 
of tropical medicine . I say I see these things as in a vision, 
for you and I may never behold it with our own eyes; but if 
by our own puny efforts we shall have assisted in the early 
beginnings of such a consummation, future generations may 
look back upon this Society and feel that we have wrought 
while we lived, not in entire selfishness and not entirely in vain.” 


Fortunately for South Africa, the splendid vision which Dr. Fuller 
saw in 1907 became a reality during his own lifetime. As Chairman 
and member of the University Council he continued to render this 
University many years of invaluable and devoted service until his 
death in 1946. 


Just before Union in 1910, the College succeeded in extracting 
from the impoverished Treasury of the Cape Colony an advance 
of £20,000. Dr. Fuller wrote to J. X. Merriman, who was then 
Prime Minister and Treasurer of the Cape, that he intended to 
announce at the next meeting of the College Council that the 
Government had offered £20,000 on loan. This drew from 
Merriman a characteristic reply in which he said: ‘I do not think 
I should say that Government “offer” a loan, say rather that they 
agreed to advance. It sounds better, otherwise it looks as if we 
were running round with our money-bags open.” 

These words emphasize that keepers of the public purse never 
‘offer’ to make a loan for any purpose, however commendable that 
purpose may be; they need constant prodding by those public 
spirited citizens who require State assistance for a worthy object. 
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A VALUABLE PHYSIOLOGICAL STIMULANT 
Research establishes the nutritive value of BOVRIL 


In many illnesses, when gastric secretion is impaired and is than was previously thought, while other independent tests have 


deficient in hydrochloric acid, BOVRIL corrects this condition by | demonstrated that BOVRIL 


promotes a greater flow of gastric 


restoring the normal volume and activity of the gastric juice, juices than any of the other gastric stimulants used in the tests. 


thus aiding the peptic digestion and absorption of protein foods. 
BOVRIL is also rich in Sodium Glutamate, a protein component 


BOVRIL is rich in protein, and is also specially valuable because which has the unique property of enhancing the natural flavours 


of its high vitamin ‘'B’’ content— two or three cups of BOVRIL | of foods with which it is 


incorporated. Thus apart from _its 
supply the full adult daily requirement for nicotinic acid, and own most attractive and intense flavour, BOVRIL brings out the 


7 a not inconsiderable proportion of the riboflavin requirement, natural flavours of other foods, and it is to that extent a 
2 these being the principal substances comprised in the vitamin ° B2 new-style condiment. 
complex. | 


Everyone, therefore, who is run down through strain or illness, 


Intensive study of the nutritive value of meat extracts made | of who feels in need of extra strength to cope with the demands 
during the recent war by both British and German chemists, of modern life, should take a cup of hot BOVRIL daily. It is a 


delicious and stimulating way of keeping fit strong. 


BOVRIL assists assimilation 


shows that meat extracts have a much higher nutritive value 


Aqueous Suspensions of B.D.H. Sex Hormones 


For quicker action and prolonged effect. 
These new B.D.H. Products consist of suspensions 


of oestradiol monobenzoate, progesterone and 


testosterone propionate respectively in saturated 
aqueous solutions of the hormone. Aqueous 
suspensions have the following advantages:— 
*% Action is more prompt than that obtained 
with oily solutions *% Duration of effect is 
somewhat longer than with comparable doses 
of oily solutions *& Finer needle can be used 
@* *% Syringe need not be thoroughly dried before 
@ use & Absence of oil makes syringe easy to clean. 


‘OESTROFORM’ AQUEOUS Olfstradiol Monobenzoate B.P. in aqueous 
suspension (Ampoules containing 1, 2 and 5 mg. in boxes of 6 ampoules). 
‘LUTOFORM' AQUEOUS Progesterone B.P. in aqueous suspension 
{Ampoules containing 5, 10 and 25 mg. in boxes of 6 ampoules). 

‘TESTAFORM' AQUEOUS Testosterone Propionate B.P. in aqueous 
suspension (Ampoules containing 5, 10 and 25 mg. in boxes of 6 ampoules, 
and 50 mg. in boxes of 3 ampoules). 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 JEPPE STREET, JOHANNESBURG 


LONODON TORONTO YON eEY BOM BA Y AU K AN O 
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SERPASIL 


the antihypertensive that brings down the 


blood pressure safely and gently, and needs 


no supportive treatment with barbiturates. 


‘ When the patient is 
feeling FLAT... 
Usual dosage: Three tablets of 0.1 mg. during the 


day, followed by 0.5 mg. upon retiring. VITASAN 


During convalescence, and states of physical 
exhaustion, Vitasan will be found most useful. 
The small strychnine content proves an effective 


Serpasil* is a pure, single alkaloid isolated from “appetizer” in anorexia and the wine base 


ensures ‘‘patient-acceptance”’. 
Rauwolfia. 


© .A.Reg. Each fluid ounce of Vitasan contains: 


Thiamine Hydrochloride 4 Mgm. 
Nicotinamide 20 Mgm. 
Strychnine Hydrochloride 2 Mgm. (1/32 grain) 
With Glycerophosphates and adjuvants. 


Bottles of 6 oz. — 16 oz. — 80 oz. 
Tablets of 0.1 mg. — Bottles of 50 Tablets (scored) of Manufactured in South Africa by 


0.25 mg. — Bottles of 40. 


Distributors for South Africa: T R 5 E LT D 
MESSRS. SANA LIMITED, P.O. BOX 3951 P E 


JOHANNESBURG 


CIBA LIMITED, BASLE, SWITZERLAND 


DURBAN SALISBURY JOHANNESBURG 
113, Umbilo Road P.O. Box 2238 P.O. Bex 5785 


P.26. 
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In 1911 the first two medical professors for anatomy and 
physiology were appointed. The professor of physiology was the 
late Professor Jolly, who became the first Dean of the Faculty of 
Medicine in 1917. The University was most fortunate in obtaining 
the services of Professor Jolly, whose energy and keenness were 
largely responsible for the subsequent growth and expansion of the 
medical school. 

With the Government loan of £20,000 the first medical-school 
building in South Africa was erected near the Hiddingh Hall in 
Orange Street. The official opening took place on 6 June 1912. 
On this great occasion many distinguished people attended. The 
late F. S. Malan, the Minister of Education, performed the opening 
ceremony and speeches were delivered by John X. Merriman, 
that great parliamentarian and orator, and Dr. Fuller, who never 
tired in his efforts to advance medical education. 

In 1916, the year in which the University of Cape Town Act was 
passed by Parliament, Dr. Fuller obtained the approval of the 
College Council for the inauguration of the third year of medical 
training through the establishment of chairs in pathology, pharma- 
cology and bacteriology. Appointments were made to these chairs 
in 1917. In 1918 the University of Cape Town became an established 
fact and from then onwards its medical school was developed until 
it turned out its own first fully-qualified- medical graduates. 


THe Cape TOWN MEDICAL LIBRARY 


I have already mentioned the fact that Dr. Fuller stressed the 
need of a Medical Library in 1907. 


Great credit is due to the late Professor Jolly for the tremendous 
service he rendered to the University and the medical profession 
in establishing this medical library, which contains the best and 
most comprehensive collection of medical books and periodicals 
in Africa south of the Equator. He was indefatigable in his efforts 
to provide an adequate library. For some time after he commenced 
his labours at the old South African College, there was only one 
small general library in Hiddingh Hall. He soon realised that for 
the teaching of medicine something bigger and better was required. 
Wherever he went he did his best to interest people in his project 
and he succeeded in inducing a number of people to make donations 
to a medical-library fund. 

In 1936 an event occurred which was of the utmost importance 
both to the University and the medical profession. In that year the 
Cape Western Branch of the British Medical Association amal- 
gamated its library with that of the University. The oldest medical 
library in South Africa thus passed into the keeping of the 
University. 

The building in which we are at present houses the combined 
collection of books, and this joint library serves the students of the 
University, the medical staff of the Hospital and the members of the 
medical profession. This room in which we are meeting has been 
specially set aside as a reading room for medical practitioners. 

I do not propose to describe this building to you. You can view 
it for yourselves and I think that you will agree with me that, with 
its well-distributed windows giving plenty of light, it is an ideal 
building for library purposes; and that our thanks are due to the 
architect, Mr. F. L. Sturrock. I am told that it is one of the very 
few buildings in the world which house only a medical library. 
Its siting, next to the Medical Students’ Residence and Medical 
a close to the Groote Schuur Hospital and public transport 
is idea 


URGENT ANNOUNCEMENT : 
COMMERCIAL, INDUSTRIAL AND PROFESSIONAL DIRECTORY 


The Association is informed that medical practitioners, particularly 
in the Transvaal, have been approached in regard to the insertion 
of their names in a new directory to be named as above. They 
have been told that ‘should we not hear from you within 21 days 
from the date hereof we will assume your approval.” 

The Association has now been informed by the Registrar of the 
South African Medical and Dental Council that ‘the Council has 
advised this firm that under no circumstances will it permit its name 
to be published in the telephone and address directory which they 
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33,000 VoLUMES 


There are in the Library about 33,000 volumes, the bulk of which 
are bound journals. The collection of the Cape Western Branch 
of the Medical Association amounts to about 3,500 volumes. The 
Medical History collection contains over 400 volumes, of con- 
siderable value in the history of medicine. Amongst the old works 
I may mention the Herball and General Historie of Plantes printed 
in London in 1597 and the works of Peter Forestus printed in 1634 
in Frankfurt-am-Main. Among the valued journals are Pfluger’s 
Archiv fiir die gesamte Physiologie des Menschen und der Tiere 
(complete from Vol. 1, 1868) and Virchow’s Archiv fiir pathologische 
Anatomie und Physiologie und fiir klinische Medizin (complete from 
Vol. XIII 1858). 

There are publications in most of the European languages— 
English, Dutch, French, German, Spanish and Portuguese and 
other languages. As far as possible an endeavour has been made 
to place at the disposal of teachers and students of medicine and 
of medical practitioners the result of the researches and experience 
of practitioners of medicine in every part of the civilized world. 

A striking feature of the Library is its collection of current medical 
periodicals. There are over 700 of these. They are of the utmost 
value to those who practise the art of medicine. During my own 
lifetime the advance made in the art of curing and preventing disease 
has been most phenomenal and is, I believe, unequalled in any other 
period of the history of the world. The current periodicals serve 
to bring to the attention of the profession and students the most 
recent developments. The great advance which has been made in 
medical science since the beginning of this century has led to the 
prolongation of human life and one of the results of this is that 
today a smaller proportion of workers have to provide the money 
to pay the pensions of the larger proportion of persons who have 
been superannuated at an age which was fixed in most cases long 
before the great advance was made. It is therefore not surprising 
that a movement is on foot to extend the retiring age. I mention 
this to show that improvements in technique do sometimes lead to 
other problems which in their turn require solution. 

An important feature in connection with the Library is its film 
and microfilm service. Facilities exist for supplying photocopies 
and microfilms of material in the library to country members of 
the Medical Association at a cost less than that of sending bulky 
volumes through the post. Microfilm rolls are also obtained from 
overseas and this Library has a separate dark room in which there is 
an apparatus for reading the microfilms. There is also a room in 
the basement of the building for the accommodation of the film 
services which secures medical films for departments and student 
societies and arranges for the showing of these films. 

The ceremony in which we are now engaged marks the realization 
of a scheme for which those public-spirited men and women whom 
I have mentioned worked so hard. We have now a medical library 
of which any community in the world may well be proud and we 
have housed it in a building which is ideal for its purposes. We have 
achieved a great objective but, having achieved that objective, let 
us not slacken in our efforts to bring about further improvements in 
the great University which has done so much, and still has so much 
to do, in the field of higher education in Africa south of the Equator. 

Let those of us on whom the burden now falls draw inspiration 
from the devoted work of those who have preceded us. The 
magnificent results of their work we see around us today and may 
the generations that are to follow us be able to say that we also 
have accomplished something for the University of which we are 
so justifiably proud. 


DRINGENDE AANKONDIGING 


HANDELS-, INDUSTRIELE EN PROFESSIONELE ADRESBOEK 


Die Vereniging is in kennis gestel dat geneeshere, vernaamlik in die 
Transvaal, genader is om hul name in ’n nuwe adresboek met 
bovermelde titel te laat plaas. Aan hulle is meegedeel ,indien ons 
nie binne 21 dae van datum hiervan van u hoor nie sal ons aanneem 
dat u dit goedkeur’ (vertaald). 

Die Vereniging is nou deur die Suid-Afrikaanse Geneeskundige 
en Tandheelkundige Raad as volg in kennis gestel ,Die Raad het 
hierdie firma meegedeel dat dit onder geen omstandighede sal 
toelaat dat sy naam in die telefoongids en adresboek wat hulle 
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propose to publish, and it has also informed that firm that any 
medical practitioner or dentist whose name appears in the directory 
may find that they have contravened the rules of the Council.’ 

This urgent announcement is published at the request of the 
Registrar. 


PASSING EVENTS : 


S.A. MepicaL ConGress, 21-26 June 1954, Port ELIZABETH 
Members are reminded that if they intend being present at the South 
African Medical Congress to be held in Port Elizabeth from 21 to 
26 June 1954, they should complete the intention cards which were 
recently sent to them and return them as soon as possible to the 
Organizing Secretary, South African Medical Congress 1954, 
P.O. Box 1137, Port Elizabeth. 


Lede word daaraan herinner dat die Vereniging 'n ooreenkoms met 
die Atlas Versekeringsmaatskappy het waarvolgens hulle 
versekering kan aangaan wat hulle dek teen eise deur derde partye 
of wat uit hul praktyke voortspruit. 

Volgens ooreenkoms met die Federale Raad bevat die polis 
spesiale bepalings wat alleenlik op lede van die Vereniging van 
toepassing is, en wat deur geen ander maatskappy aangebied kan 
word nie. 

Navrae kan aan die kantoor van die Vereniging (Posbus 643, 
Kaapstad), of aan enige kantoor van die Atlas Versekeringsmaat- 
skappy gerig word. 


NORMAN FELDMAN MEMORIAL FUND 


A Memorial Fund has been inaugurated to perpetuate the memory 
of the late Dr. Norman Feldman, who lost his life under tragic 
circumstances. The form which the memorial shall take will depend 
on the amount collected. Cheques should be made payable to the 
Norman Feldman Memorial Fund, and contributions should be 
sent to Dr. Harvey Cohen, Acting Honorary Secretary, Office of 
the Medical Graduate Association, Fraser Apsley House, Kotze 
Street, Johannesburg. 


MEDICAL CONGRESS IN GENOA 


A Medical Congress will be held at Lavagna (Genoa, Italy) 
on 29-31 May 1954 under the General Direction of Public Health, 
Italy. The subject of the Congress is ‘The Therapy of the Poly- 
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voornemens is om uit te gee, gepubliseer word nie, en het die firma 
ook in kennis gestel dat enige geneesheer of tandarts wie se name 
in die adresboek verskyn mag vind dat hulle die reéls van die 
Raad oortree het.’ (vertaald). : 

Hierdie dringende aankondiging word op versoek van die 
Registrateur gepubliseer. 


IN DIE VERBYGAAN 


cystic Kidney’, which will be dealt with by Prof. de Gironcoli and 
Dr. Morelli-Gualticrotti. Doctors, particularly urologists, who 
intend to be present are invited to submit papers for discussion. 

Enquiries should be directed to the Deputy Mayor of Lavagna, 
Signor Pietro Barsotti, Piazza Torino 8-7, Lavagna, Genoa, Italy. 
The municipality of Lavagna will reserve hotel accommodation. 

Lavagna is described as a charming resort on the East coast 
of Liguria, situated on one of the most beautiful gulfs in the world. 


UNION DEPARTMENT OF HEALTH BULLETIN 


Report for the 7 days ended 11 February 1954: 

Plague and Smallpox: Nil. 

Typhus Fever. Cape Province: No further cases have been 
reported from the Steynsburg district since the notification of 
14 January 1954. This area is now regarded as free from infection. 
Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Chittagong, Dacca (Pakistan); Calcutta, Cudalore, 
Nagapattinam, Tuticorin (India). 

Smallpox in Suez (Egypt); Dacca (Pakistan); Allahabad, 
Bombay, Calcutta, Cochin, Delhi, Kanpur, Kozhikode (India); 
Haiphong, Hanoi, Saigon-Cholon (Viet-Nam); Phnom-Penh 
(Cambodia). 

Typhus Fever in Cairo (Egypt); Baghdad (Iraq). 


Foop, DRUGS AND DISINFECTANTS ACT 


In the Government Gazette of 24 December 1953 the Minister of 
Health (Government Notice No. 2885) gave notice that he intends 
to amend the regulations under the Food, Drugs and Disinfectants 
Act No. 13 of 1929 concerning the following articles of food: 
honey and salt. 

Interested persons are invited to submit criticisms of the draft 
regulations to the Secretary for Health, P.O. Box 386, Pretoria, 
before 24 March 1954. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


*“Quotane’ (Smith Kline & French International Co., Philadelphia) 
is announced by M. & J. Pharmaceuticals (Pty.), Limited. 

The active ingredient is an amino-ether (isoquinolyl) of the 
formula mono- 
hydrochloride, C,,;H,,N,O Cl. This is a viscous, colourless to 
light yellow liquid with a characteristic ‘amino’ odour. It is 
chemically unrelated to cocaine or procaine. 

The product is presented in 2 forms, an ointment and a lotion. 
Both are soothing topical anaesthetics, relieving itching, burning 
and pain associated with lesions and abrasions of the skin and 
mucocutaneous tissues. They are prolonged in action, one applica- 
tion giving relief for 2-4 hours, and by diminishing the urge to 
scratch they reduce the danger of secondary infection. 

The ointment is an oil-in-water emulsion, the active principle 
being dissolved in the water. The presence of fat permits of intimate 
contact with the surface cells of the skin and penetration into the 
follicular orifices. It is bland, stainless, non-greasy and non- 
irritating. It spreads easily on application and is easily removed by 
water alone. A wetting agent is contained in the ointment to 
enhance its penetrating action. 

“Quotane’, as prepared, is acidic (pH 5-6), corresponding to the 
average value of the skin; its application will not alter the pH of 
the ‘acid mantel’. It is unbuffered and comes into equilibrium 
= the pH of the area covered, thus preserving its anti-pruritic 
effect. 


‘Quotane’ lotion spreads easily and dries rapidly, leaving an 
ample protective layer. It is designed for specific treatment of 
irritated skin areas arising from contact with foreign substances to 
which the patient is susceptible, accompanied by itching, blistering 
and oozing. The lotion should not be used in dry, scaly, fissured 
eruptions, where it may prove too drying; in these conditions 
‘Quotane’ ointment is indicated. 

The lotion adheres to small areas without ‘running’ or spreading 
to non-affected areas. It is tenacious and stays put where applied. 
It can easily be washed from the skin or clothing. 

Owing to its prolonged action it is seldom necessary to apply 
‘Quotane’ more than 4-5 times daily. 

Contact with the eyes may cause stinging and is to be avoided. 
Also ‘Quotane’, owing to its oil content, should not be used as a 
pharyngeal anaesthetic, lest it get into the lungs, possibly leading 
to lipoid pneumonia. 


THe LINEAR ACCELERATOR 


This machine had its origin at The Atomic Energy Research 
Establishment, Harwell. It is a 15 MeV plant, and is used in asso- 
ciation with a neutron type of flight spectrometer, which was also 
built at the Philips Laboratories and is used to carry out measure- 
ments which will greatly assist in the design of nuclear reactors for 
the industrial utilization of atomic power. 


<4 
an 
4 


For Cancer treatment, the Medical Research Council in conjunc- 
tion with the Ministry of Health and Harwell called for a machine 
designed for therapy purposes only, on an entirely different 
specification. Both Metropolitan Vickers and Philips were awarded 
contracts for the construction of the first 4 MeV therapy units, and 


Stupy OF VITAMIN C REQUIREMENT 


Vitamin C Requirement of Human Adults. (Medical Research 
Council Special Report Series. No. 280). (Pp. 179 with illustra- 
tions. 17s. 6d.) London: Her Majesty’s Stationery Office, 1953. 


Contents: Introduction. J. Historiacl Account of Experiments on Vitamin C 
Deprivation in Man. 1. Concise Account of the Experiment. (a) General Plan. 
(») Effects of Deficient Diet. (c) Effects of Dosing. (d) Vitamin C Content of the 
Blood. (¢) Various Other Chemical Examinations. (/) Experiments on Wound 
Repair. (g¢) Requirement of Vitamin C. J//. Elaboration of Special Aspects. 


Saturation Tests. (b) Capacity of Dark Adaptation. (c) Summary of 


Audiometry Measurements. (d) The Breakdown of Tyrosine in the Body on 
Deprivation of Vitamin C. (e) Capillaroscopy in Vitamin C Deficient Subjects. 
( f) General Account of the Changes in and Around the Hair Follicles. (¢) General 
Account of the Changes in the Acneiform Lesions. (4) Changes in the Mouth, 
Especially in the Gums. (i) Vitamin C Content of the Urine. (/) Bio-chemical 
Investigations on the Blood. (k) Haematological Investigations. (/) Various 
Clinical Aspects. (m) Exercise Tolerance Tests. () Tests of Capillary Strength. 
111. Experimental Details. (a) Particulars and Management of Volunteers. (5) Diet 
(c) Biochemical Methods. (d) Haematological Methods. (/) Case Histories. 
(g) Special Tables. Summary. Appendices References. 


This is a fully-documented and well-illustrated account of an 
elaborate investigation made between 1944 and 1946. In June 
1948 a summary of the work was published in the Lancet. 

The experimental subjects were 19 men and | woman (age range 
17-34 years). After an initial period of about 6 weeks on a complete 
diet containing 70 mg. vitamin C all the volunteers were given a 
diet designed to be adequate in other respects but containing only 
1 mg. vitamin C. They were then divided into 3 groups. 

Ten subjects continued on the 1 mg. diet only. No changes 
could be detected after 17 weeks on this regime, but by 26 weeks 
all 10 had developed enlargement and keratosis of hair follicles 
and slight abnormalities of the gums. Old wounds slowly became 
livid and new ones healed less readily. But there was no increase 
in liability to infection, no anaemia or loss of weight, and no 
reliable response to petechial tests; a slight though significant 
evidence of increased fatigue was eventually noted. 

Two subjects retired from this group, but 7 reached a true 
scorbutic stage. One was then given 20 mg. vitamin C daily and 
was judged to be completely cured in 3 weeks. The perifollicular 
haemorrages and gum abnormalities cleared up completely in the 
other 6 after 2 weeks on 10 mg. daily, but wound healing was not 
considered to be satisfactory until 2 months later. 

The 7 subjects in the second group were given a daily supplement 
of 10 mg. This was continued in 3 cases for no less than 60 weeks 
without any abnormalities being detected. The other 4 subjects 
had their 10 mg. supplement withdrawn after 23 weeks; 10 weeks 
passed without anything happening, and so a daily supplement 
of 5 mg. was tried. This was continued for a further 18 weeks but 
no changes could te detected clinically. 

The three remaining subjects were kept throughout on 70 mg. 
vitamin C and served as the controls. 

Some of the main conclusions and comments reached are as 
follows: 

(i) A supplement of 10 mg. cured clinical scurvy in all 6 of the 
individuals tested. 

(ii) A daily supplement of 10 mg. protected 3 subjects for 60 
weeks from all detectable abnormalities. 

(iii) When a 10 mg. supplement was withdrawn from 3 subjects 
after 23 weeks, no definite clinical signs of scurvy could be detected 
after a further period of 28 weeks, during which the daily intake 
was estimated to range from 3.2 to 4.5 mg. 

(iv) The minimum protective dose against scurvy is in the region 
of 10 mg. daily, perhaps somewhat less. But this was for normal 
young adults living a life without strenuous physical work. To 
ensure that the requirements of normal adults, with their own 
inherent variability and the variety of their activities and environ- 
ment, it would not seem to be too generous to treble this amount; 
thus the daily requirement of 30 mg. proposed by the League of 
Nations in 1938 was approved and placed on a firmer basis. 


REVIEWS OF BOOKS : BOEKRESENSIES 
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the first Philips machine has been working satisfactorily for some 
time at the Newcastle General Hospital. 

A 15 MeV linear accelerator is to be installed at St. Bartholomew’s 
Hospital, London, and is in course of construction at the moment. 


(v) As long as there is no evidence to support the view that an 
intake of more than 30 mg. has beneficial effects there is no basis for 
recommending an intake greater than that amount. 

(vi) Intakes much below the recommended figure, which are 
reflected in a plasma concentration of vitamin C not distinguishable 
from a scorbutic one, are not necessarily detrimental to health. 

(vii) Periods of deprivation of less than 6 months may be under- 
gone without any detrimental effects being detected. 

The report contains very full details of the methods and findings 
for a wide range of clinical and biochemical investigations that were 
applied to the subjects and is therefore of great interest to any who 
may be involved in similar work. For instance the unreliability 
of the usual method of estimating the excretion of vitamin C in 
the urine is demonstrated and alternative methods described. 

It is a study that should be of particular value for this country, 
where large groups of people are liable to continue for considerable 
periods on a very low intake of the vitamin without apparently 
suffering from scurvy or scorbutic symptoms. 

F.W.F. 


THE PARIETAL LOBES 


The Parietal Lobes. By Macdonald Critchley, M.D., F.R.C.P. 

(Pp. 480 with illustrations. 70s.) London: Edward Arnold 

and Co., 1953. 
Contents: 1. Anatomical Considerations. 2. Experimental Physiology. 3. General 
Remarks on Parietal Symptomatology. 4. Disorders of Tactile Function. 5. Dis- 
orders of Motility 6. Constructional Apraxia 7. Gerstmann’s Syndrome. 
8. Disorders of the Body-Image. 9. Visual Defects. 10. Disorders of Spatial 
Thought. 11. Disorders of Language and of Symbolic Thought. 12. General 
Psychiatric Considerations: The Relation of Parietal Symptoms to Dementia 
and to Hysteria. 13. The Left Versus Right Parietal Lobe. 14. A Summing-Up. 
Selective Biography. Index. 
Dr. Macdonald Critchley is known to a host of post-graduate 
students for his dramatic lectures and his vivid personality. This 
love of the histrionic together with his youthful enthusiasms and 
vigorous temperament have perhaps placed him in a dis- 
advantageous position in that those who know him superficially 
tend to regard him as a brilliant lightweight in the neurological ring. 
His neurological contemporaries, however, have long known of 
his intense and incisive interest in many aspects of their science, 
in particular in problems of aphasia, gnosis, and body schemata, 
and his present volume assures him of a place amongst the leading 
heavyweights. 

The Parietal Lobes, however, is not weighty in the sense of 
‘heavy going’—it reads particularly easily and its generous number 
of illustrations are most helpful. The gross anatomy of the parietal 
lobe might be singled out for its clear 3-dimensional delineation, 
by which one is shown, together with the vascular supply and 
embryology, views from the lateral, medial, posterior, inferior and 
coronal sectional aspects, so that it is possible to start with a clear 
visual impression as a basis for study. 

It is most stimulating to follow some of the smaller side-issues 
with which Dr. Macdonald Critchley deals—whether it be the 
parietal lobe of prehistoric man or the relationship of the elephant’s 
parietae to the mid-line structure, the trunk. 

Humour, erudition, clarity, combined with ability to see beyond 
the subject in hand, are all too seldom found in medical text-books. 
Here, however, one has only to read the quotations at the beginning 
of each chapter to realize that this is a book out of the ordinary 
run, and one wonders with what impish delight the author must 
have chosen the second example at the head of Chapter III or the 
very apt quotation from Voltaire which starts Chapter VIII. 

The scope of the investigations can be judged when one finds the 
author unearthing such problems as dysgraphia with Chinese 
calligraphy and the relationship between the decimal notation and 
the body image, while making etymological references to the 
Aztec and Towka Indian languages and confronting us with 
citations from Aristotle and Seneca. 
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To the reviewer it came with some relief to find that his difficulty 
in recognizing faces was not necessarily due to a general lowering 
of the intellectual level but might be accounted for by a specific 
parietal defect, the syndrome known as prosopagnosia. After 
reading this book those whose funktionwandel has been disturbed, 
who have been frightened by kakopsia, hesitant to cross the road 
because of pelopsia, or who have wondered about their grocer’s 
dysbarognosia, or who have suffered from the dyschromatopsia of 
film-producers, will be comforted in the knowledge that the parietal 
lobes are the common stamping grounds for these untamed 
impulses. 


But do not let it be imagined that this book is merely a mine of 
unusual and out-of-the-way information—it is undoubtedly one of 
the most important neurological textbooks that have been produced 
in the last 30 years. Here for the first time an immense amount of 
scattered work has been brought together, much of it very recent, 
and it has not only been assembled but edited and added to by the 
person most competent to do so. 


If any chapters can be picked out in preference to others those 
on Disorders of Tactile Function and Disorders of Spatial Thought 
might be selected as being of singular importance. There is nothing 
here that the clinician need jettison and a very great deal which 
leads to a wider understanding of everyday clinical problems which 
are often disregarded because they are not even recognized. 


It is suggested that a summary at the end of each chapter might 
add to the usefulness of the volume. The more general summary 
at the end of the book does not quite fill the requirements of a 
compression of individual subjects. There is so much to be digested 
in this book, which will obviously become a standard work of 
reference, that a short summary of each section would be helpful 
for those who do not require the more detailed information of the 
whole work. 


Dr. Macdonald Critchley can be assured that this beautifully- 
produced book will be widely acclaimed by all serious students of 
medicine, but it is a pity that it could not be published at a cost 
more in keeping with the pocket of the lowly neurologist. 


J. Mac W. Mac G. 


TUMOUR PATHOLOGY 


Atlas of Tumor Pathology. Section Vill—Fascicle 32. Tumors 
of the Male Sex Organs. By Frank J. Dixon M.D. and Robert 
A. Moore, M.D. (Pp. 179 with 135 figures. $1.50) Washington, 
D.C.: Armed Forces Institute of Pathology, 1953. 


Contents: 1. Tumors of the Prostate. 2. Tumors of the Testis. 3. Tumors of the 
Testicular Appendages—Epididymis, Spermatic Cord and Testicular Tunics. 
4. Tumors of the Urethra. 5. Tumors of Cowpers Glands. 6. Tumors of the 
Seminal Vesicles. 7. Tumors of the Penis. 8. Tumors of the Scrotum. 


This beautiful work is not merely an atlas of pathology. The 
letterpress contains a well-written and valuable introduction to 
and commentary upon the illustrations, with an adequate but not 
overwhelmingly long list of references at the end of each section. 


The book is the product of the Armed Forces Institute of Patho- 
logy, U.S.A., and the clinical material is therefore derived from a 
section of the population which is predominantly between the ages 
of 20 years and 40 years. The authors indicate, in the various 
sections, where their figures as to the incidence of any particular 
tumour would differ from the incidence in the population as a whole. 


The clinical descriptions are readable and informative and unite 
with pathological data to form a well-knit whole. 


More than two-thirds of the book deals with tumours of the 
prostate and of the testicles. The cord, testicular appendages, 
urethra, scrotum and penis occupy the last part of the work and 
somewhat less than one-third of the pages. 


The section on the prostate makes fascinating reading. Senile 
enlargement is somewhat cavalierly dealt with on the grounds that 
it is due to nodular hyperplasia and not to adenoma formation, 
and is therefore not a true tumour. Tumours of the testicle are 
approached on conventional lines. The classification is simple 
and the whole mass of clinical, statistical and pathological data 
admirably presented. 

The shorter sections on the remaining five subjects are of equal 
interest. 
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Reproduction is excellent on good paper and the micro-photo- 
graphs are beyond criticism. The authors are to be congratulated 
on their work. No urologist seeing this book could fail to want 
it for himself. As this work is arranged on the loose-leaf system 
with perforated leaves designed for incorporation in a larger whole, 
possessors of this fascicle will need to have it bound in some way 
if it is to be kept on the bookshelf as a work of reference. 


JAC. 


Guipe To SOUTH AFRICAN HOTELS 


The Hotels of Southern Africa: Official Guide 1954. Edited by 
Geoffrey Seagers. (Pp. 120. 2s.) Johannesburg: The Hotel 
Guide Association. 1954. 


This official guide has been compiled under the joint direction of the 
S.A. Tourist Corporation, the Publicity and Travel Department of 
the S.A. Railways, the Federated Hotel Associations of Southern 
Africa, and the National Federation of Hotel Associations (Non- 
Liquor) of South Africa. It is being published not for gain, but 
as an aid to the tourist, travel and hotel industries. A message 
of welcome from the Minister of Transport, the Hon. P. O. Sauer, 
M.P., serves as an introduction. 

A comprehensive factual description is given of more than 
400 hotels, icluding in the Cape Peninsula 52, Durban 37, Natal 
South Coast 30, Johannesburg and the Rand 30, Southern Rhodesia 
20, Pretoria 14, East London 12, Bloemfontein 9 and Port Eliza- 

th 9. 


The guide is well illustrated and should be of great use to medical 
practitioners and the travelling public generally. 


NOTABLE TRIALS 


The Trial of Jeannie Donald. (Volume 79 in the Notable British 
Trials Series). Edited by J. G. Wilson, B.A., LI.B. (Pp. 305 with 
12 illustrations. 15s. 0d.) London: William Hodge & Co., Ltd., 
1953. 


Contents: Introduction. Chronological Table. The Trial. 1. First Day—Monday, 
16 July 1934. 2. Second Day—Tuesday, 17 July 1934. 3. Third Day—-Wednesday, 
18 July 1934. 4. Fourth Day—Thursday, 19 July 1934. 5. Fifth Day—Friday, 
20 July 1934. 6. Sixth Day—Saturday, 21 July 1953. 


Mrs. Jeannie Donald was found guilty of the murder of an 8-year- 
old child (a neighbour). No adequate motive seems to have been 
brought out in the course of the trial. The Editor of the volume, 
however, suggests on the basis of evidence gathered after the 
accused’s conviction and sentence that the deceased, a perfectly 
normal child, ‘had formed the annoying habit of ringing the bell, 
or knocking at the door of Mrs. Donald’s house every time she 
passed it’. She also apparently called Mrs. Donald by the nickname 
‘Cocoanut’. 


These vexatious trifles (with perhaps other irritations added) 
finally created a situation in which the accused may have grabbed 
the high-spirited but unlucky child ‘by the neck or shoulders, 
intending to give her a fright and teach her a sharp lesson’. But the 
deceased, an unwitting victim of the much-debated condition of 
status lymphaticus, apparently succumbed suddenly and 
Mrs. Donald found a corpse on her hands. 


Had she told the story of this accident fully and truthfully, her 
severest punishment would undoubtedly have been based on a 
conviction for culpable homicide. Instead, however, she elected 
to mutilate the body to simulate a most violent rape. Indeed, the 
medical evidence (for anatomical reasons) was against the proba- 
bility of rape. The accused herself was completely silent throughout 
her trial. 

Many medico-legal points of great interest are provided by a 
perusal of the verbatim record this volume offers. Particularly 
instructive is the examination and cross-examination of such 
eminent experts as Prof. John Glaister, Prof. J. T. Mackie (formerly 
Professor of Bacteriology at the University of Cape Town) and 
Prof. Sir Sidney Smith. Every medical practitioner should study 
the medical evidence carefully if he seeks a guide to an intelligent 
understanding of how an expert should conduct himself in the 
witness-box. 
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A D T R E A T E N al IMUVAC, containing Pneumococci, 
Haemophilus influenzae, Streptococci, 
COLDS WITH NEW Staphylococci, Bacillus mucosus cap- 
sulatus and Micrococus catarrhalis, 
oO R A Vv AC Cc I N E is an oral vaccine for the prevention 
and treatment of colds and_ infections 
of the upper respiratory tract. 
Studies indicate the effectiveness 


of oral vaccines to be between 60% 
to 80%. 


Full information available on request 


A SOUTH AFRICAN PRODUCT 
MADE BY: 


SAPHARE= 


P.O. Box 568 P.O. Box 2383 P.O. Box 789 LABORATORIES LTD. 
CAPE TOWN DURBAN PORT ELIZABETH P.O. Box 256, JOHANNESBURG 


DOCTOR, 
It all starts with the DIAPHRAGM 


The KOROMEX METHOD — Koro- 
mex Diaphragm and Koromex Jelly 
— is the physician's answer to the 
vital problem of Family Spacing. 
Widely endorsed by the medical 
profession, the Koromex Method 
fulfils essential requirements — SAFE 
EASY TO USE ~- AESTHETICALLY 
ACCEPTABLE - HARMLESS. 


The Koromex method is based on the 
experience of 234 Clinics, 140 Hospitals 
and over 50,000 Physicians. 
CHEMICAL CO. LTD., BOX 3754, JOHANNESBURG 
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“WIGMORE JUNIOR” TENT 


THE “WIGMORE JUNIOR” OXYGEN TENT 


THE JUNIOR TENT, WHICH FITS THE STANDARD 
DROP-SIDE COT, HAS BEEN DESIGNED TO GIVE 
A HIGH CONCENTRATION OF OXYGEN COM- 
BINED WITH AN ECONOMICAL FLOW; THE MAIN 
AID TO THIS IS THE ROOMY ICE CONTAINER, 
LARGE LOWER PORT VENTURI-TYPE  IN- 
JECTOR TUBES BY THE LATTER DEVICE THE 
CIRCULATION IS MUCH ENHANCED AND ANY 
POSSIBILITY OF A CO, BUILD-UP IS ELIMINATED 
CANOPIES ARE MADE OF A_ HEAVY PLASTIC 
MATERIAL WITH LARGE WINDOW AREA THE 
MODEL IS PORTABLE AND DESIGNED FOR EASE 
OF HANDLING 


A CONSTANT FLOW OF 43 LITRES WILL GIVE A 
CONCENTRATION OF 50 PER CENT OXYGEN. 


OXYGEN TENTS-CONSTANTLY AVAILABLE 


Enquiries: 
53 Third Street, Bezvidenhout Valley, 
Telephone 24-6936, Johannesburg 
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A Menstrual pegulator eee 
when the periods are yrregulat due to constitutional as good uterine tonic and hemostatic: Valuable in 
causes ERGOAPIOW (smith) is reliable prescriP~ obstetrics after delivery of the child. 
tion. Containing apiol (MHS. special) together DosascE: 4 to 2 capsules 3 or 4 times daily- ; 
with ergot and oil of savin of the highest quality: supplied only sn packages of 20 capsules Literature 
this preparation effectivelY stimulates uterine tone on request- 
and controls menstrual and postpartum pleediné- 
As ® against mposition the letters mus embossed 
In cases of Amenorrhed> on the inner of each capsule pisivle when the capsule 
Menorrhagi« and Metrorrhasi® Ergoapiol es show™ 
MARTIN H.sMITH COMPANY @& 
ew YORK: N.Y: : 
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CORRESPONDENCE 


SPOORWEGSIEKEFONDS AANSTELLINGS 


Aan die Redakteur: As’n geneesheer wat nie ’n spoorwegaanstelling 
het nie is daar 2 sake i.v.m. die Spoorwegsiekefonds wat die 
Mediese Vereniging oftewel die Mediese Raad moet ondersoek. 

I. Desentralisasie van Chirurgie. Volgens die Siekefonds se nuwe 
sisteem word in die kleiner sentra een algemene praktisyn aangestel 
om die spoorweg-chirurgie te doen. Dit wil sé een algemene prak- 
tisyn moet sy gevalle na ’n ander algemene praktisyn in dieselfde 
dorp verwys vir appendecectomie ens., en dusdoende die pasiént 
laat verstaan dat die ander geneesheer die operasie beter kan doen. 
Ek dink dat die Siekefonds geen wetlike reg het om, vir praktiese 
doeleindes, ’n algemene praktisyn met spesialis-status te beklee nie. 

II. Verder weet ek uit goeie bron dat by die aanstelling van ’n 
spoorweg-dokter daar twee lyste van aansoekers is, nl. Spoorweg- 
dokters, wat voorkeur kry, en nie-Spoorwegdokters. Dus, al 
praktiseer ek 20 jaar in ’n dorp en daar moet ’n spoorweg-dokter 
aangestel word, het die man van elders wat alreeds ’n aanstelling 
op spoorweg het ’n baie beter kans om so ’n aanstelling te kry. 
Ek weet van gevalle waar ’n knap geneesheer, wie die mense graag 
op hulle staf wou hé en wat jare in die gebied praktiseer, oor die 
hoof gesien is vir *n spoorwegdokter met baie minder ondervinding 
van ’n ander plek. Dit is in my opinie ’n totaal verkeerde en 
onregverdige manier van aanstellings maak. Ek hoop dat die 
betrokke outoriteite hierdie brief sal raaksien en indien moontlik 
in u geéerde kolomme beantwoord. 

Non-R.M.O. 
27 Januarie 1954 


[Dr. L. O. Vercueil, voorsitter van die Spoorwegdoktersgroep, 
antwoord soos volg op die korrespondent se bewerings: 
1. Desentralisering van Heelkundige Dienste. 

Die Siekefonds van die S.A.S. en H. het met ingang 1 April 1953 
daartoe oorgegaan om heelkundige dienste te desentraliseer sodat 
dit nie vir voordeeltrekkers verpligtend moet wees om na die groot 
sentrums waar gesalarieerde spesialiste in diens is vir heelkundige 
behandeling te gaan nie. Die voordeeltrekker het nog die reg om 
gesalarieerde spesialiste te raadpleeg en om deur hulle ge-opereer 
te word. In dorpe waar die nodige hospitaalgeriewe bestaan en die 
spoorwegdokter homself bereid verklaar het om minstens 50°, van 
die heelkundige werk te onderneem het voordeeltrekkers egter die 
keuse om plaaslik deur hul spoorwegdokter ge-opereer te word. 

In die meeste dorpe waar heelkundige dienste gedensentraliseer is, 
is daar net een spoorwegdokter en hy doen die operasies wat van 
hom verlang word. Indien daar meer as een spoorwegdokter is 
doen hulle elk hul eie operasies, tensy hulle onderling ooreengekom 
het dat net een van hulle die heelkundige werk sal onderneem. 

Slegs in uitsonderlike gevalle, meestal noodgevalle, word ‘n 
Siekefondspasiént deur een algemene praktisyn na ’n ander vir 
operasie verwys, en dan slegs wanneer daar plaaslik nie hospitaal- 
geriewe beskikbaar is nie. 

2. Aanstelling van Spoorwegdokters. 


By die aanstelling van spoorwegdokters word voorkeur gegee aan 
die applikant met uitstaande kwalifikasies en ondervinding. Slegs 
wanneer applikante se kwalifikasies en ondervinding as gelykstaande 
beskou word, word voorkeur gegee aan die applikant wat reeds ‘n 
spoorwegdokter is. 

Die beleid van die Siekefonds is gewoonlik om ’n geskikte plaas- 
like kandidaat in ’n dorp aan te stel om sodoende te vermy dat daar 
meer dokters in ’n dorp sal wees dan wat dit kan dra.]} 


MEDICAL OFFICERS FOR Motor INpustRY SICK BENEFIT FUND 
To the Editor: 


| It is noted that according to the minutes of the 
meeting of the Federal Council of your Association held in Kimber- 


ley during October, 1953, as reproduced on page 1160 of your 
Journal of 19 December 1953, Dr. Black in relation to the 
appointment for part-time medical officers for the Motor Industry 
Sick Benefit Fund mentioned that the Executive Committee of 
the S.A. Medical and Dental Council had again ruled that this 
appointment should be re-advertised. 

In this connection, whilst it is appreciated that you have only 
been concerned with publishing a record of the proceedings of the 
meeting in question, it is felt that the actual position could easily 
be misinterpreted by the Fund’s medical officers and other interested 
medical practitioners, in view of the fact that the S.A. Medical 
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and Dental Council has given this Fund the assurance that at no 
ume did it give your Association a ‘ruling’ in the issue, but merely 
‘an expression of opinion’. 

A copy of the latest communication from the S.A. Medical 
and Dental Council to the Fund on the subject is enclosed with the 
hope that it will be given the same publicity by you as that given 
to the matter as mentioned above. 

W. P. van Niekerk 
Motor Industry Sick Benefit Fund 
(Transvaal and Orange Free State) 
P.O. Box 8477 
Johannesburg 
10 February 1954 


The enclosed letter addressed by the Registrar of the South 

African Medical and Dental Council to the Secretary of the 
Motor Industry Sick Benefit Fund, P.O. Box 8477, Johannesburg, 
was as follows: 
Dear Sir.—With further reference to your letter of 23 November, 
1953, in regard to a previous decision of this Council to the effect 
that certain revised appointments to the Motor Industry Sick Fund 
should be advertised, I beg to inform you that the matter was 
considered by the Executive Committee of the Council at its last 
meeting held earlier this month. 

The Executive Committee has given further consideration to all 
the facts which are in its possession. | am now directed to inform 
you that after having reconsidered the whole matter and in view 
of all the circumstances of the case, the Executive Committee has 
now decided that the posts referred to in your correspondence need 
not be readvertised. 

I am sending a copy of this letter to the Secretary of the Medical 
Association of South Africa, P.O. Box 643, Cape Town, who 
originally wrote to the Council about the matter. 


Registrar, South African Medical and Dental Counci 


P.O. Box 205 
Pretoria 
1 February 1954 


THE GENERAL PRACTITIONER AND THE SPECIALIST 


To the Editor: Like many other medical practitioners in South 
Africa I read with sorrow and shame Dr. Joubert’s diatribe entitled 
The General Practitioner and the Specialist, which was published 
in the Journal of 15 February and liberally quoted in the lay press. 
I have no doubt that the mass slanders directed by Dr. Joubert 
against numerous unnamed colleagues will be dealt with adequately 
by other correspondents. My purpose in writing is only to draw 
attention to what Dr. Joubert had to say about himself. 

In Umtata, he was one of four partners in a ‘semi-general semi- 
consultant partnership practice’ (whatever that may be), ‘each one 
confining himself more or less to certain procedures; e.g. Dr. ‘A’ 
did Smith-Petersen pinning, other operative orthopaedic work and 
radical E.N.T. work, and gave all our more difficult anaesthetics. 
Dr. ‘B’ did oesophagectomies, lung surgery and other surgery and 
gynaecology of a more general nature. *C’ did mainly appendicecto- 
mies, gall bladders, thyroidectomies, vaginal repairs, etc.; and so 
forth.” He does not say whether he was ‘A’, ‘B’, or ‘C’. Perhaps 
he was ‘D’, whose versatility and prowess are not detailed. Later, 
he makes this personal confession: ‘Cases are on record where 
patients have died through someone operating when he didn’t have 
to, and when he did not know how. When things go wrong, and 
we are ignorant of what the right diagnosis and treatment should 
have been, we believe that nothing could have helped. Thinking 
back, I know this has happened to me on several occasions; at 
that time my conscience was clear, but in the light of what I learnt 
later, I know I gave wrong treatment and that there were others 
who could have saved the patient.’ 

This public exhibition of self-flagellation on the part of one 
who has so recently undergone an official metamorphosis in pro- 
fessional status and fallibility brings to my mind the following 
passage from Beverley Nichols’s A Fool Hath Said: ‘I have listened 
to a number of evangelists who, from their own account, have been 
sunk deep in the mire of sin, and always I was reluctantly forced 
to the conclusion that they were flattering themselves . . . . because 
there is nothing more revolting than the pride of the sinner in the 
depths of his sin, there is nothing more distasteful than the exaltation 
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with which certain religious vulgarians point to the depths of the 
valleys from which they have emerged in order to emphasize the 
heights of the peaks to which they have attained’. 


Maurice Shapiro 
P.O. Box 9326 
Johannesburg 
20 February 1954 21520 


THe GENERAL PRACTITIONER AND THE SPECIALIST 


To the Editor: Exaltation from the lowly ranks of a general practi- 
tioner to the elevated ranks of a specialist has provoked Dr. Joubert 
to propound his views on the status of the general practitioner and 
to comment on the specialist register. 

Many other general practitioners, like myself, and many special- 
ists, will have taken offence at Dr. Joubert’s implied reflections on 
general practitioners throughout the country by contrasting them 
with the very honest general practitioner his erstwhile colleagues 
in the Transkei were. 


How amazing that with a stroke of the Medical Council pen, 
Dr. Joubert has had the blinkers removed from his general practi- 
tioner’s eyes; milligrams per cent now read easily as milli-equiva- 
lents. A host of electrolytes including sodium, potassium and 
bicarbonates are now so very easily grasped, and all as _ milli- 
equivalents. Fluid imbalances now balance easily. Blood-grouping 
incompatibilities vanish. Endocrines, new steroid hormones, 


broad-spectrum antibiotics, now become reasonably intelligible. 

In his introduction to his papers Dr. Joubert states that medical 
politics have entered the arena, and the profession is in danger of 
Possibly yes, possibly no. But not on the grounds that 


being split. 
he advances. 

Most general practitioners in the country will readily agree 
that without specialization there could be no advance in any 
science today. The general practitioner therefore does not quarrel 
with specialization or specialists, and is prepared to accord each its 
proper and rightful due. What does perturb the general practitioner 
is the undemocratic procedure of introducing by law a differentia- 
tion into classes of medical practitioners—‘the good and the not so 
good.’ 

A statutory specialist register, which can only enhance the status 
of the specialist, as opposed to that of the general practitioner, 
is uncalled for and unnecessary. 

The quarrel with Dr. Joubert is not with regard to his enlighten- 
ment on recent advances in medical science but his statement that 
the status of the general practitioner is not lowered, and this the 
more so, since general practitioners themselves throughout the 
world, and many eminent specialists, have contradicted this. 


Dr. Joubert could attribute the difference in skills of the two 
classes to the acquisition of knowledge of recent advances. It is 
in this that he has completely missed the point and misrepresented 
the case, not only to the medical profession, but to the public at 
large (vide ‘Rand Daily Mail’). Even the Medical Council does not 
presume to register experts, but only specialists. 

To any literate and properly trained practitioner, the body of 
newer knowledge and discovery is available via the libraries, 
journals, lecture theatres, and clinical and scientific meetings; and 
is eagerly used. 

What are not readily accessible to the profession as a whole 
are the tools to apply this knowledge, and in order to acquire skill 
and competence all the tools must be available. The general 
practitioner, who in former years had easy access to the hospital 
and so to the tools of his profession, has been slowly but surely 
deprived of these opportunities by being ousted from the hospital 
staffs of this country, so that now only a handful of general practi- 
tioners hold hospital appointments in the smaller urban centres 
and rural areas, and even in the latter provincial authorities are 
disposed to be rid of general practitioners and employ specialists 
only. 

It is this monopolization of hospital posts by the specialists, and 
the complete exclusion of the general practitioner, that has led to 
the degradation and lowered status of the general practitioner. 

With regard to fees, we consider that specialists’ fees never were, 
and never should be, dependent on the amount of the investment, 
but on the value of the opinion and the service rendered. 

Finally I should like to comment on the publication of this paper 
at this particular moment. 
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I cannot forgive either the Editor or Dr. Joubert for the disregard 
of the activities of Federal Council in this direction. Both are well 
aware that Federal Council has a committee busily engaged in 
drafting the history of the specialists register, preparing a memoran- 
dum for the purpose of getting the profession to voice its opinion 
through a referendum on the desirability or otherwise of a statutory 
Specialists register. 

Publication of so partisan and irresponsible an article at this 
particular stage, shows complete lack of judgement on the part of 
the Editor and disregard by Dr. Joubert of the activities of Federal 
Council, of which he is a member. 


J. J. van Niekerk, F.R.C.S. (Ed.) 
P.O. Box 265 
Germiston 


(We publish opinions on both sides of controversial questions, 
and are not responsible for those opinions.—Editor.) 


A CASE OF WATERING-CAN SCROTUM 


To the Editor: This patient is of interest as the condition must still 
occur occasionally in South Africa. In Sierra Leone it is not un- 
common. 

K.G., an African aged about 30, was admitted on 15 July 1952. 
For some years he had voided urine through numerous small holes 
in the scrotum and there were several fistulae round the anus. 
The scrotum and perineum were indurated. An odour of urine and 
sepsis was noticeable for some distance, which rendered him so 
offensive to his former associates that they would have nothing 
more to do with him. 

As no sound could be passed beyond the perineal part of the 
anterior urethra a suprapubic cystostomy was performed and 
bladder suction instituted. The infection of the perineum and 
scrotum subsided, so that, after seven weeks, an external urethro- 
tomy could be performed. Sounds were passed from the penis and 
bladder; their ends were exposed through a perineal incision; the 
lower sound was guided by gradually withdrawing the upper into 
the bladder, and a rubber catheter threaded on its tip. The sound 
was then withdrawn and the continuity of the urethra thus restored 
over the rubber catheter. The perineal wound was drained for 
4 days. The urethral catheter was removed after 25 days and 
replaced by a thread to act as a guide for sounds. Bladder suction 
was continued from the suprapubic tube for a further week. 

Sounds up to 9/12 English were passed until 6 November, when 
the patient was discharged with all wounds healed. He disappeared 
into the bush for about a year and has neglected to return for the 
periodic passage of sounds. I am informed that he has been seen 
in the neighbourhood recently in good health, having gained weight. 
Sooner or later, unless he has sounds passed, the stricture and 
watering can will presumably recur. 


S. V. Humphries, M.A., M.R.C.S., L.R.C.P. 
Sierra Leone 
10 January 1954 


VITAMIN E THERAPY 


To the Editor: 1 have just this morning seen your editorial in the 
issue of your Journal for 25 April last (27, 340). 

Surely you must have been unfamiliar with the literature when 
you wrote this editorial. In order to bring some items to your 
notice that seem to have escaped your attention, I am sending you 
some recent issues of our medical journal The Summary, desiring 
to call your attention especially to the issue for December 1952, 
which contains many abstracts worthy of your perusal. 

We operate an Institute which is devoted to Vitamin E therapy 
in cardiovascular disease, principally. It has seen many more than 
ten thousand of such patients in the last 5 years. I assure you, 
you could not spend 24 hours here watching its operations, without 
sincerely regretting the tenor of your editorial. 


Evan V. Shute, M.B., F.R.C.S.(C) 
Medical Director 
The Shute Institute for Clinical and 
Laboratory Medicine 
London, Canada 
15 January 1954 


(The best evidence from authoritative quarters (see Editorial in 
this Journal, 27, 340, 25 April, 1953) still fails to confirm or support 
the alleged value of vitamin E in diseases of man. Editor.) 
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has a definite place. Habitual and threatened 
abortion due to corpus luteum hormone defi- 
ciency may be prevented in the majority of women. 
Functional Uterine Bleeding associated with hyper-plastic 
endometrium responds with cessation of haemorrhage, and 
not infrequently, normal menstrual cycles are maintained 
thereafter. Secondary Amenorrhoea is correctible by cyclic 
administration of PRANONE, and in about one-third of 
patients, regular menses will follow for many months. 
Dysmenorrhoea and Premenstrual Tension can usually be relieved, 
especially if corpus luteum hormone is inadequate. 


PAGN BE: 


CHEMICALLY IDENTICAL WITH 


PROLUTON BRAND 


PRANONE AMPOULES, pure progesterone in oil for intramuscular 
injection, available in 2, 5 and 10 mg. strengths. PRANONE-C 
TABLETS, anhydrohydroxy progesterone, orally effective progestin 
may be substituted if tablet administration is indicated. Available 
in 5 and 10 mg. tablets. 


Scheting CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors : 
SCHERAG (PTY.) LTD., P.O. BOX 7539, JOHANNESBURG. 
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IMPROVED 


BARBITURATE 


COMPATIBILITY 


THERAPEUTIC 
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*DORMUPAX’, a strong hypnotic agent 
whose high efficacy erives primaril 

from its inclusion of calcium n-butyl-ally. 

barbiturate, provides per tablet— 

Cal -butyl-all « 3.75 grai 


Advantages: 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 

to that of the majority of commonly used barbituric acid 
derivatives. It has also been shown that the quotient DE/DL is 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 

it is completely degraded to an indifferent form. 

The efficacy of * Dormupax’ is reinforced by carbromalum, a safe, 
prompt, medium-strength hypnotic which is free from after-effects. 
*DORMUPA™." has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 

Excited insane patients tolerate 4 tablets daily in a course of 

2 to 4 days without deleterious after-effects. 


Indications: 


Insomnia due to psychic cause or pain— Insomnia, including in 
circulatory diseases or arteriosclerosie — Spastic vascular states. 


Dosage: 


Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 
Further information on dosage supplied in literature on request. 


REOD. TRADE MARE 


Packs: 


Standard Tube, 12 Tablets ; bottles of 250 (Dispensing). 
Samples of ‘Dormupax’ available on personally signed 
a of physicians only (Sch. IV) from the Medical 

pt. 


HOMMEL’S HEMATOGEN & DRUG CO. 
121 Norwood Road, London S.E.24 


Our Sole Agents for SOUTH AFRICA:— Messrs. LENNON LIMITED 


P.O. Box 39, CAPE TOWN ~- P.O. Box 24, PORT ELIZABETH - P.O. Box 266, DURBAN, 
NATAL . P.O. Box 928, JOHANNESBURG, TRANSVAAL «. P.O. Box 76, EAST LONDON 
P.O. Box 1102, BULAWAYO Southern Rhodesia P.O. Box 379, SALISBURY, 
Southern Rhodesia 
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FREELY AVAILABLE 


THE NEW 
INSULIN ZINC SUSPENSIONS 


NOVO LENTE 
INSULINS 
EVANS 


NOVO LENTE INSULINS are imported direct from the Novo Laboratories in Copenhagen, where these 
outstanding new advances in insulin treatment were discovered and developed by Hallas-Moller and 
his co-workers. 


t of Approx. trength Identificat 
TYPE OF INSULIN Duration of 
Action Aetien Moun iv. per ml Colours 


INSULIN NOVO SEMILENTE Eor! 12-18 
Insulin Zinc Suspension (Amorphous) 40 Vermilion /Blue 


INSULIN 24 Mauve/Green 
NOVO LENTE 


Insulin Zine Suspension 24 Mavve/Blue 


INSULIN NOVO ULTRALENTE 


i Yell 
Insulin Zinc Suspension (Crystalline) Delayed 24—36 


Blue 


Vials of 10 cc. 
Extensive clinical trials have shown that they will enable not only mild and moderate but also most 
severe cases of diabetes to be adjusted on ONE DAILY INJECTION 


They cause no local reaction, because they contain no added protein and have been purified by repeated 


crystallisation. 


One injection daily of Insulin NOVO LENTE will stabilise 85 per cent of all insulin-consuming 
diabetics. For the few patients who demonstrate either a slower or quicker reaction, ULTRALENTE 
or SEMILENTE may be mixed with LENTE or used alone. 


Further details and samples available from: 


EVANS MEDICAL SUPPLIES 


E.S.L. & W. (South Africa) (Pty.) Ltd. 
P.O. Box 6607, JOHANNESBURG 
Telephone 33-1398 Telegrams ‘Evansmed” 
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BAILLIERE MEDICAL BOOKS 
MODERN TREATMENT 


TREDGOLD'S MANUAL OF 


YEARBOOK 1954 PSYCHOLOGICAL MEDICINE 
TWENTIETH YEAR OF ISSUE FOR PRACTITIONERS AND STUDENTS 
Edited by Sir CECIL WAKELEY, Bt., K.B.E., C.B., LL.D., M.Ch., 3rd Edition, by A. F. TREDGOLD, M.D., F.R.C.P., F.R.S.E., and 
D.Sc., P.R.C.S. R.F. TREDGOLD, M.A., M.D., D.P.M. 
An excellent yearbook . . . we congratulate the editor on “Gives a full account of the many forms of mental abnormality 
providing the profession with a most helpful book and we met with in medical practice, in a clear and readable form.” 
recommend it to all who desire to keep abreast of recent — British Medical Bulletin. 
developments in treatment. Postgraduate Medical Journal. Pp.xii + 330. Postage Is. 6d. 25s. 
Pp. viii + 352, with 69 illustrations. Postoge 2s. 21s. 


ROSE & CARLESS’ 
FRAZER'S MANUAL OF SURGERY 
MANUAL OF EMBRYOLOGY 


Eighteenth Edition, edited by Sir CECIL WAKELEY, 8Bt., 

Third Edition, revised by J. S. BAXTER, M.A., M.Sc., M.D., K.B.E., C.B., LL.D., M.Ch., D.Sc., P.R.CS. Pp. xx + 1562, 
F.R.C.S.1. Pp. x + 488, with 288 illustrations. with 18 coloured plates and 1007 other illustrations. In two 
Postage Is. 3d. 42s. volumes. Postage 2s. 4d. The set, 63s. 


THORACIC SURGICAL MANAGEMENT TEXTBOOK OF GYNAECOLOGY 


By J. R. BELCHER, M.S., F.R.C.S., and |. W. B. GRANT, M.B., Fourth Edition, by EMIL NOVAK, M.D., F.A.C.S., and 
M.R.C.P. (Ed.). Pp. viii + 200, with 64 illustrations. EDMUND R. NOVAK, M.D., Pp. viii + 804, with 523 illus- 
Postage Is. 16s. trations. Postage Is. 6d. 76s. 6d. 


BAILLIERE,. TINDALL AND COX 
7-8 Henrietta Street, London, W.C.2 


FOR THE RELIEF OF OSTEOARTHRITIS 


Recent reports suggest that increased use is being 
made of local ultra-violet irradiation in rheumatic 
diseases, and in the words of one writer “It is unusual 
for a patient suffering from osteoarthritis to fail to 
obtain relief from a course of local ultra-violet irradia- 
tions followed by suitable exercises”. Powerful doses 
are necessary and the use of the Kromayer lamp is 


indicated. 


therefore 


Full details of the Kromayer lamp can be obtained 
from: 


THE BRITISH GENERAL 
ELECTRIC CO. LTD. 


MAGNET HOUSE * CORNER OF LOVEDAY & 
ANDERSON STREETS JOHANNESBURG 


Agents for 
HANOVIA LTD. °* ENGLAND 
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PERFECT FITTING 
PRESCRIBE 


TO ENSURE A 
SURGICAL STOCKING 


VENTILATING AND EXCEPTIONALLY 
LIGHT IN WEIGHT, STRETCHES 
EQUALLY IN ALL DIRECTIONS 
TO AFFORD AN EVEN DEGREE 
OF SUPPORT OVER THE WHOLE 
AREA OF THE LIMB, MADE TO 
YOUR PATIENT'S MEASUREMENTS 
OR EX LOCAL STOCK 


THIGH LENGTH . 34/- ea. 
KNEE LENGTH ... ... 27/- ea. 
Obtainable from All Chemists or from the Sole Distributors in 


SOUTH AFRICA: 
B. OWEN LIMITED 


JONES, 
P.O. Box 8127 P.O. Box 434 P.O. Box 679 P.O. Box 36 
JOHANNESBURG CAPE TOWN EAST LONDON BOKSBURG 
Natal Representatives: 


STUART JONES & DAVID ANDERSON, LTD. 
P.O. BOX 557 DURBAN 


City of Port Elizabeth 


TENDERS 
FOR THE SUPPLY AND DELIVERY OF FURNITURE AND 
EQUIPMENT FOR THE NEW TUBERCULOSIS CLINIC AT 
THE NORTH END HEALTH CENTRE, CITY HEALTH 
DEPARTMENT 


Tenders in accordance with the applicable specification and con- 
ditions of contract and form of tender are invited for the supply and 
delivery of furniture and equipment for the New Tuberculosis 
Clinic at the North End Health Centre, Quick Street, Port Elizabeth. 

Copies of the contract documents may be obtained from the City 
Health Department, Quick Street, Port Elizabeth. 

Tenders on the prescribed forms in sealed envelopes endorsed 
‘Tenders for Furniture and Equipment, Tuberculosis Clinic’ will 
be received by the undersigned not later than 12.45 p.m. on Thurs- 
day 11 March 1954, on which date tenders will be publicly opened 
in No. 2 Committee Room, City Hall, at 2.15 p.m. 

The lowest or any tender wil! not necessarily be accepted and the 
Council reserves the right to accept the whole or any portion of a 
tender. 


Municipal Notice No. 71, 24 February 1954. (0401/070). 


G. H. Brewer 
Town Clerk 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
HOSPITAALDEPARTEMENT 


GESAMENTLIKE MEDIESE PERSONEEL: VAKATURE 


1. Aansoeke word ingewag om die ondergenoemde vakante pos 
van Mediese Praktisyn by die gesamentlike Mediese Personee! 
van die Groote Schuur-hospitaal. 


2. Die diensvoorwaardes is voorgeskryf en is onderworpe aan 
die Hospitaalraadsdiensordonnansie nr. 19 van 1941, soos gewysig, 
en die regulasjes wat ingevolge daarvan opgestel is. 


3. Aansoeke moet gedoen word (in dupio) op die voorgeskrewe 
vorm, Staf 23, wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of die Mediese Superintendent 
van enige Provinsiale Hospitaal, of by die Sekretaris van enige 
Skoolraad in die Kaapprovinsie. Die sluitingsdatum vir die 
ontvangs van aansoeke is 17 Maart 1954, en voltooide aansoek- 
vorms moet aan die Mediese Superintendent, Groote Schuur- 
hospitaal, Observatory, Kaap, gepos word. 

4. Die gekose applikant sal diens moet aanvaar op 1 April 1954, 
indien moontlik vroeér. 

Departement Pos 
Narkose Mediese Praktisyn Graad “A” (1 pos). 


Salarisskaal: £500—600—660—£720 per jaar. Behalwe bo- 
genoemde salaris word daar nog ’n duurtetoeslag van £320 per 
jaar aan getroude en £100 per jaar aan ongetroude amptenare 
betaal. 


VEREISTE KWALIFIKASIES 


Nie minder as 3 jaar ondervinding na ontvangs van graad of 
2 jaar na registrasie. 
(A12097) 


Provincial Administration of the Cape 
of Good Hope 
HOSPITALS DEPARTMENT 


JOINT MEDICAL STAFF: VACANCY 


1. Applications are invited for the undermentioned vacant post 
of Medical Practitioner on the Joint Medical Staff of the Groote 
Schuur Hospital. 


2. The conditions of service are prescribed in terms of the 
Hospital Board Service Ordinance No. 19 of 1941, as amended, 
and the regulations framed thereunder. 


3. Applications should be submitted (in duplicate) on the pre- 
scribed form, Staff 23, which is obtainable from the Director of 
Hospital Services, P.O. Box 2060, Cape Town, or from the Medical 
Superintendent of any Provincial Hospital, or Secretary of any 
School Board in the Cape Province. The closing date for the 
receipt of applications is 17 March 1954, and applications should 
be addressed to the Medical Superintendent, Groote Schuur 
Hospital, Observatory, Cape. 

4. Applicants to advise the earliest date they can assume duty; 
the successful applicant will, however, be required to assume duty 
at the latest on | April 1954. 

Department Post 
Anaesthetics Medical Practitioner, Grade A. (1 post). 


Salary Scale: £500—600—660—£720 per annum, plus a cost of 
living allowance payable at present at the rate of £320 per annum 
for married officials and £100 per annum for single officials. 


QUALIFICATIONS REQUIRED 


Up to and including 3 years experience after graduation or two 
years experience after registration. 
(A12097) 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 
JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRACTICE FOR SALE 


(Pr/S106) Reef hospital town. Well-established practice with two 
transferable appointments. No surgery is done at present. Good 
income at present, yet the practice could be expanded tremendously. 
The owner’s ultra-modern, architect’s designed home of appeal, 
is for sale. This is the ideal practice and home, for a doctor 
wishing to be nearer good schools. 


ASSISTANTS/LOCUMS REQUIRED 
ASSISTENTE,/PLAASVERVANGERS BENODIG 


(L/V495) Reef. Assistant as soon as possible. Salary £70 p.m. 
£15 p.m. living out allowance, £10 p.m. car allowance and free 
petrol and oil. 

(L/V498) Assistant with surgical experience required. Excellent 
terms will be discussed. Near Johannesburg. 

(L/V491) Reef hospital town. Locum required for 5 months. 
Salary £100 p.m. 

(L/V514) O.V.S. goudvelde. Assistent met oog op vennootskap 
na | jaar. Salaris £110 p.m. en vry petrol en olie. 

(L/V518) Randse hospitaaldorp. Assistent met oog op vennoot- 
skap. Voorkeur aan getroude persoon, met ondervinding. 
(L/V527) Pretoria. Assistent met oog op vennootskap. Om te 
begin nie later dan | Mei 1954, maar aansoeke word nou in gewag. 
Salaris en voorwaardes om gereél te word. 

(L/V530) O.F.S. Locum for June. No car necessary. £2 10s. per 
day and all found. 

(L/V533) O.V.S. Plaasvervanger vir MAART of APRIL. Salaris 
£2 12s. 6d. per dag, plus 6d. per myl reistoelae en alle onkoste 
betaald. 

(L/V534) Plaasvervanger vir JUNIE. Vrystaatse praktyk. Salaris 
en voorwaardes om gereél te word. 

(L/V535) Randse hospitaaldorp. Assistent om so spoedig moontlik 
te begin. Geen ondervinding nodig. Alle chirurgie word gedoen. 
(L/V537) Reef. Locum required for 4 to 6 months, as from 
1 APRIL. Preferably doctor with one year’s general practice 
experience. 


* 


AGENCY DEPARTMENT : 
KAAPSTAD 


Posbus 643, Telefoon 2-6177 P.O. Box 643, Telephone 2-6177 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1484) Westelike Provinsie. Uitstekende geleentheid om praktyk 
in hospitaaldorp te bekom. Besonderhede op aanvraag. 

(1539) Noord-Kaapland. Goedgevestigde praktyk met kontant- 
inkomste vir die laaste boekjaar van £2,378. Premie £1,250, 
insluitende medisynes, instrumente en spreekkamermeubels. 
Spoorwegaanstelling. Woning en spreekkamers teen geringe huur- 
geld. Terme vir afbetaling £750 kontant balans £20 p.m. 


OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with 2 appointments. (1222) 
CONSULTING ROOMS AVAILABLE 


(1579) In Parliament Street. Cape Town. Available on temporary 
or permanent basis—mornings only. 


REGISTERED SPECIALIST PHYSICIAN REQUIRED 


(1531) To act as locum for 3 months from approximately end 
June. Locum to take all fees and pay all professional expenses. 
The locum could if he wished take on the whole practice, after 
completion of the engagement or later, for £1,500, payable at 
£500 a year for 3 years. 
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DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 
PRACTICE FOR SALE 


(PD24) Natal South Coast. 
does not want full-time work. 
instruments, etc. No charge for goodwill. 
$ morgen, £1,600. Immediate occupation. 


LOCUMS URGENTLY REQUIRED 


LOCUM REQUIRED NATAL SOUTH COAST AS SOON AS 
POSSIBLE FOR APPROXIMATELY ONE MONTH. £2 12s. 6d. 
per day, all found. Mixed general practice, about 80°, non- 
European. Not much travelling, very few night calls and only 
minor surgery. 


WARTBURG, NATAL. LOCUM FOR THREE WEEKS 
FROM 1 MARCH. £2 12s. 6d. per day, all found, plus car 
allowance. Mixed country practice. 


ASSISTANTS /LOCUMS REQUIRED 


CAMPERDOWN, Natal. Locum from about 25 March for one 
month. £2 12s. 6d. per day, all found. Car provided, if necessary. 
PIETERMARITZBURG. Locum from about 27 March until 
16 April. £2 12s. 6d. per day, all found. Car allowance. 


ZULULAND. Locum from about 15 May for six weeks. £3 5s. 
per day, free board and lodging. and £10 per month car allowance. 
Assistant required in general mixed practice near Durban. Junior 
partnership offered after preliminary trial period. Full details on 
request. 

Assistant required for trial period. If suitable partnership will be 
offered. General practice in select area approximately 20 miles 
from Durban. 


Practice suitable for doctor who 
£250 for drugs, dressings, 
Small house on 


FOR SALE 


Specialist physician in Coastal town wishes to sell practice and 
equipment together or separately. Good prospects. For further 
particulars apply to ‘A.U.M.’, P.O. Box 643, Cape Town. 


LOCUM REQUIRED 


Gobabis. S.W.A. Locum required for three months commencing 
15 April 1954. For further particulars please write to P.O. Box 102, 
Gobabis, S.W.A. 


REGISTERED SPECIALIST 
OBSTETRICIAN AND GYNAECOLOGIST 
REQUIRED URGENTLY 


Assistant with view to partnership in large practice. 
Write, giving full details of experience, qualifications, marital 
status etc., to ‘A.U.N.’, P.O. BOX 643, CAPE TOWN. 


MEDICAL INSTRUMENTS FOR SALE 
Bircher Cautery Set 
Rotofix Centrifuge 
E.S.R. Hawksley 
Trilene portable 
Berger Loupe. 
For further details write to “A.U.P.’, P.O. Box 643, Cape Town. 


ASSISTENTSKAP BENODIG 


Assistentskap met definitiewe vooruitsigte op vennootskap in 
hospitaaldorp in Westelike Provinsie, Transvaal of Vrystaat. 
§ Jaar ondervinding chirurgie, obstetrie en narkose, asook 4 jaar 
intensiewe algemene praktyk. Getroud en tweetalig. Beskikbaar 
Julie 1954. Vir verdere besonderhede skryf aan ‘A.U.O.’, Posbus 
643, Kaapstad. 


6 Maart 1954 


Department of Health 


VACANCIES FOR VISITING MEDICAL OFFICERS 
(PART-TIME): KING GEORGE V HOSPITAL, DURBAN 
Applications are invited from suitably qualified candidates for 
appointment to the undermentioned posts which exist on the staff 
of the King George V Hospital, Durban. 


Post Honorarium attaching to Post 


£600 per annum 
£600 per annum 


(a) Thoracic Surgeon 
(b) Anaesthetist 
Candidates must be South African citizens, or citizens of a 
Commonwealth country or citizens of the Republic of Ireland, 
be bilingual and have resided in the Union of South Africa or in 
South West Africa for at least three years. 
Registration with the South African Medical and Dental Council 


as a specialist in the particular speciality is an essential requirement 
for appointment to any of the posts. 


The appointees will be expected to co-operate in any research 
work connected with their specialities and to attend staff consulta- 
tions when possible. They will be responsible for their own 
transport arrangements and at their cost. 

Further information in regard to these proposed appointments 


can be obtained from the Medical Superintendent of the hospital 
in question. 

Application must be made on the prescribed forms (Z.83 and 
P.S.C. 8a) which are obtainable from the Secretary for Health, 
P.O. Box 386, Pretoria. 

The closing date for receipt of applications will be the 25 March 
1954. 

(44541) 
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Vakature vir Besoekende Medicse 
Beampte (Deeltyds) 


WESTLAKE-HOSPITAAL, RETREAT 


Aansoeke om aanstelling in ondergenoemde betrekking in die 

personeel van die Westlake-hospitaal, Retreat, word van behoorlik 

gekwalifiseerde kandidate ingewag: 

Betrekking Besoldiging aan betrekking Pligte 

verbonde 

Bors-chirurg £500 per jaar Een operasie- en een 

konsultasiesessie per 
week. 

Kandidate moet Suid-Afrikaanse burgers of burgers van ’n 
Statebondsland of die Republiek lerland en tweetalig wees en moet 
minstens drie jaar in die Unie van Suid-Afrika of Suidwes-Afrika 
gewoon het. 

Registrasie by die Suid-Afrikaanse Mediese en Tandheelkundige 
Raad as ’n spesialis in die besondere spesialiteit is ’n noodsaaklike 
vereiste vir aanstelling in die betrekking. 

Van die aangestelde persoon sal verwag word om pasiénte in 
die Westlake-hospitaal, die Brooklyn-borshospitaal, die Dr. Stals- 
hospitaal en die Stedelike Hospitaal te behandel asook om saam 
te werk in alle navorsing wat met sy spesialiteit in verband staan 
en om, waar moontlik, personeelsamesprekings by te woon. Hy 
sal die koste verbonde aan sy vervoer self moet dra. 

Nadere besonderhede in verband met hierdie voorgenome 
aanstelling is van die Mediese Superintendent van die Westlake- 
hospitaal, Pk. Retreat, verkrygbaar. 

Daar moet aansoek gedoen word op die voorgeskrewe vorms 
(Z.83 en S.D.K. 8(a))wat van die Sekretaris van Gesondheid, 
Posbus 386, Pretoria, verkrygbaar is. 

Die sluitingsdatum vir die ontvangs van aansoeke is 25 Maart 
1954. 

(44541) 


Provincial Administration of the Cape 


of Good Hope 


HOSPITALS DEPARTMENT 


JOINT MEDICAL STAFF FOR GROOTE SCHUUR AND 
OTHER TEACHING HOSPITALS 
VACANCY 


1. Applications are invited from registered medical practitioners 
(registered specialists) for appointment to the following cacant post: 


DEPARTMENT OF PATHOLOGY. 


1 post of Medical Practitioner, Grade D (Third Assistant) with 
salary on the scale £1,200 x 50—£1,500 per annum. 

2. Conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. In addition to the scale of salary indicated a cost-of-living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable to whole-time officials and employees. 

4. The Joint Medical Staff is required to serve jointly the 
Provincial Administration of the Cape of Good Hope and the 
University of Cape Town. 

5. Candidates must be registered specialists in the specialty in 
which the vacancy exists. 

6. The successful candidate, if not already in the Hospital Board 
Service, will be required to submit satisfactory birth and health 
certificates. 

7. Application must be made on the prescribed form (Staff 23 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the 
Cape Province. 

8. Application must be addressed to the Director of Hospital 
Services, P.O. Box 2060, Cape Town, and must reach him not later 
than 26 March 1954. 

9. Candidates must state the earliest date on which they can 
assume duty. 

(A541950) 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 


HOSPITAALDEPARTEMENT 
GESAMENTLIKE MEDIESE PERSONEEL VIR GROOTE 
SCHUUR EN ANDER OPLEIDINGSHOSPITALE 

VAKATURE 
1. Aansoeke word ingewag van_ geregistreerde geneeshere 
(geregistreerde spesialiste) vir aanstelling tot die volgende vakante 
pos: 
DEPARTEMENT VAN PATOLOGIE 

1 pos van Geneesheer, Graad D (Derde Assistent) met salaris 
volgens die skaal £1,200 x SO—£1,500 per jaar. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens no. 19 van 1941, soos gewysig, 
en die regulasies wat daarkragtens opgestel is. 

Benewens die salarisskaal soos aangedui is ’n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
bedrae wat van tyd tot tyd deur die Administrateur vasgestel word. 

4. Van die Gesamentlike Mediese Personeel word vereis om die 
Provinsiale Administrasie van die Kaap die Goeie Hoop en dié 
Universiteit van Kaapstad gesamentlik te dien. 

5. Kandidate moet geregistreerde spesialiste wees in die spesiali- 
teit waarin die vakature bestaan. 

6. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheidsert ifi- 
kate indien. 

7. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige provinsiale hospitaal of Sekretaris van enige Skoolraad in 
die Kaapprovinsie. 

8. Aansoeke moet aan die Direkteur van Hospitaaldienste, Pos- 
bus 2060, Kaapstad, gerig word, en moet hom nie later as 26 
Maart 1954 bereik nie. 

9. Kandidate moet die vroegste datum meld waarop hulle diens 


kan aanvaar. 
(A541950) 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICES: VACANCY 
1. Applications are invited for the following vacant post: 
Institution Post Emoluments Closing Applications 
e must be 

addressed to 

Hottentots Medical Super- £540 p.a. 

Holland __intendent (fixed) 

Hospital (part-time) 

Somerset 

West 

2. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the Cape 
Province. 

4. Candidates must state the earliest date on which they can 


duty. 
(M127015) 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
HOSPITAALDEPARTEMENT 


HOSPITAALRAADSDIENS: VAKATURE 

1. Aansoeke word ingewag om die volgende vakante pos: 
Inrigting Pos Emolumente Sluitings- Aansoeke moet 
datum gerig word aan 
26.3.54 Die Direkteur 
van Hospitaal- 
dienste, Posbus 
2060, Kaapstad. 


£540 p.j. 
(vasgestel) 


‘tentots- Mediese Super- 
Holland- intendent 
hospitaal, (Deeltyds) 
Somerset- 

Wes 


2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens no. 19 van 1941, soos gewysig, 
en die regulasies wat daarkragtens opgestel is. 

3. Aansoek moet gedoen word op die voorgeskrewe vorm (Staf 
23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige provinsiale hospitaal of by die Sekretaris van enige Skoolraad 
in die Kaapprovinsie. 

4. Kandidate moet die vroegste datum meld waarop hulle diens 
kan aanvaar. 

(M127015) 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


SHARLEY CRIBB NURSING COLLEGE, PORT ELIZABETH: 
LECTURES TO STUDENT NURSES 


1. Applications are invited from registered medical practitioners 
to lecture to student nurses at the Sharley Cribb Nursing College, 
Port Elizabeth, in the following subject: 

Urology: English and Afrikaans medium, 6 lectures per course; 
3 courses per annum. 

2. Lectures to be given between the hours 8.45 a.m. to 12.45 p.m. 
Each lecture to be of one hour’s duration. 


3. Lecturer will be remunerated at the rate of £1 Is. per lecture, 
and Is. per examination paper corrected. 

4. Further particulars are obtainable from the Principal, Sharley 
Cribb Nursing College, Port Elizabeth. 

5. Applications must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital, or Secretary of any School Board in the Cape 
Province. 

6. Applications must be addressed to the Director of Hospital 
Services, P.O. Box 2060, Cape Town, and must reach him not later 
than 26 March 1954. 

(M127001) 


Bethal-Munisipaliteit 
VAKATURE: MEDIESE GESONDHEIDSBEAMPTE 
(Deeltyds) 

Aansoeke word hiermee ingewag vir die aanstelling van ’n mediese 
gesondheidsbeampte vir hierdie Raad teen 'n salaris van £120 per 
jaar, lewenskoste ingesluit. 

Voorwaardes van diens sal vir insae lé in die kantoor van die 
Stadsklerk. 

Aansoeke gemerk ‘Mediese Gesondheidsbeampte’ moet in die 
hande wees van die ondergetekende nie later dan 11 Maart 1954 nie. 

H. F. M. Joubert 

Munisipale kantore Stadsklerk 
Bethal 
17 Februarie 1954 


FOR SALE 
One short-wave Diathermy Portable Birtcher. Phone U.M.S. 22055. 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 


HOSPITAALDEPARTEMENT 


SHARLEY CRIBB-VERPLEGINGSKOLLEGE, 
PORT ELIZABETH: LESINGS VIR LEERLING- 
VERPLEEGSTERS 


1. Aansoeke word ingewag van geregistreerde geneeshere om 
lesings aan leerlingverpleegsters aan die Sharley Cribb-verplegings- 
kollege, Port Elizabeth, te gee in die volgende vak: 

Urologie: Engels en Afrikaans medium, 6 lesings per kursus, 
3 kursusse per jaar. 

2. Lesings moet gegee word tussen die ure 8.45 vm. tot | 2.45 nm 
Elke lesing moet een uur duur. 

3. Lektor sal besoldig word teen £1 Is. per lesing en Is. vir elke 
vraestel wat nagesien word. 

4. Nadere besonderhede is verkrygbaar by die Prinsipale, 
Sharley Cribb-verplegingskollege, Port Elizabeth. 

5. Aansoeke moet gedoen word op die voorgeskrewe vorm 
(Staf 23), wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige provinsiale hospitaal of by die Sekretaris van enige Skoolraad 
in die Kaapprovinsie. 

Aansoeke moet aan die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, gerig word, en moet hom nie later as 
26 Maart 1954 bereik nie. 

(M127001) 


Bethal Municipality 


VACANCY: MEDICAL OFFICER OF HEALTH 
(Part Time) 

Applications are hereby invited for the appointment of a Medical 
Officer of Health to this Council, at a salary of £120 per annum. 
cost-of-living included. 

Conditions of appointment are open for inspection at the office 
of the Town Clerk. 

Applications marked ‘Medical Officer of Health’ must be in the 
hands of the undersigned not later than 11 March 1954. 


H. F. M. Joubert 
Municipal Offices Town Clerk 
Bethal 
17 February 1954 


PARTNERSHIP REQUIRED 


Partnership required by young practitioner in Cape Town area. 
Phone 85032 (Evenings). 


& Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 


35 Wale Street, Cape Town. P.O. Box 643. 


Telephone 2-6177. Telegrams: ‘Medical’ 


G6 March 1954 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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Bloodless 


revolution 


~ 


The introduction of ‘Dextraven’ has made 


available for the first time a dextran solution 

with controlled optimal molecular content. It 
produces rapid elevation and prolonged main- 
tenance of blood volume and normally ensures 
that over 50% of the dextran administered re- 
mains in the circulation after 24 hours —a longer 
period than has been possible with any previous 
blood volume restorer. 

“Dextraven’ is the preparation of choice for the 
restoration of blood volume. The British Encyclo- 
pedia of Medical Practice (Medical Progress, 
1952) states “ . . . it will revolutionise support- 


ive therapy, and may be regarded as one of 


the major advances of the year.”—Truly a 
bloodless revolution. 


CXTraven 


Developed by : research at 


Benger Laboratories 
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